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Types: We see hyperthyroidism clini- 
cally associated with two apparently dif- 
ferent kinds of goiter. These are: 

1. Exophthalmic goiter—Grave’s 
or Basedow’s disease—pri- 
mary hyperthyroidism. 
Adenoma with hyperthyroid- 
ism — toxic adenoma — toxic 
nodular goiter. 

While these types of goiter have for a 
long time been considered different, there 
has in recent years developed a _ school 
which considers that adenoma in its es- 
sential nature may be considered as a 
form of hyperplasia, similar to primary 
hyperthyroidism, but different only in 
that it involves islands in the gland, in- 
stead of the entire gland. 


to 


Primary Hyperthyroidism: Primary 
hyperthyroidism (exophthalmic goiter) is 
insidious in onset, and there may never be 
exophthalmos. It usually occurs in the 
third decade, but it may be earlier. There 
is one authenticated case in a girl of 31s 
years who was operated upon and made a 
good recovery. 

As a rule fatigue is the first symptom. 
Then comes irritability, lack of emotional 
control, palpitation of the heart, sensi- 
tiveness to heat, profuse perspiration, loss 
of weight despite unusually good appe- 
tite, tremor, and, later, diarrhea. 

The patient is willing to work but he 
cannot work, wherein he differs from the 
neurasthenic. 


All these things may be present with- 
out exophthalmos noticeable enlarge- 
ment of the gland. ‘enlargement when 
present is usually symmetrical. The bulg- 
ing of the eyes may be pronounced in one 
eye. Excessive bulging ma ‘ead to loss of 
vision. 

*Read before the Surgical Section of the Okla- 
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The disease characteristically has re- 
missions and exacerbations. 

Allowed to pursue its course without 
treatment, or with any form of treatment 
which does not include surgery, there will 
eventually be increasing toxicity, as evl- 
denced by a rising pulse rate, increased 
excitability, lessened emotional control, 
and over-activation. 

Crisis: The actual crisis usually is ush- 
ered in by diarrhea and vomiting. The 
pulse rises to 200; there is extreme list- 
lessness, flushed face, sweating, fever and 
delirium. The delirium alternates with a 
semi-comatose state until death occurs. 

The indicated treatment in an impend- 
ing crisis is: Morphine, iodine, fluids and 
glucose ; and, if improvement is sufficient, 
operation (probably hemithyroidectomy) 
at the earliest possible moment. In about 
six weeks the other lobe may be operated 
upon. 

“In well regulated thyroid services there 
will now be as many deaths from inoper- 
able thyroid patients in crisis as from all 
operations done during the year for pri- 
mary hyperthyroidism, adenomata, malig- 
nancy, and substernal goiter.” 

While many general practitioners will 
in their entire experience see only one or 
two crises, we wish to say that this des- 
perate condition is not rare. 

The following passage is from an edi- 
torial in the New England Journal of Med- 
icine: 

“It is somewhat surprising that in mod- 
ern days when the operation for exoph- 
thalmic goiter has been so perfected as 
to carry with it but a slight danger to 
life, when the preoperative treatment, 
perfected methods of anesthesia, etc., 
have made the procedure so safe, that a 
considerable number of patients are al- 
lowed to progress to a stage where the 
presence of a thyroid crisis may make 
operation so extremely dangerous as to 
be unwise or impossible. The answer to 
this condition must be the unfamiliarity 
with thyroid disease of many practition- 
ers, and an undue confidence in the so- 
called palliative methods of treatment.” 


Adenoma or Nodular Goiter: Adeno- 
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mata may be cystic. Every cyst of the thy- 
roid gland which we have removed has had 
its origin in a degenerating or liquifying 
adenoma. Adenoma may be present for 
many years without disturbance to the pa- 
tient in any way except for disfiguration. 
However, it is our belief that all nodular 
goiters should be removed because: 

1. The danger of their becoming 
toxic—that is hyperthyroid- 
ism may occur. 

2. The danger of malignant 
change. On the basis of vessel 
ingrowth, as demonstrated by 
Allen Graham of Cleveland, 
about 6% of adenomata show 
malignant change. 

5. They are apt to become in- 
trathoracic. 

1. They lead often to heart 
changes. Most “thyrocardi- 
acs” are subjects of long 
standing toxic adenomata. 

Operability: The weight, strength, con- 
dition of the heart, and the basal metabol- 
ic rate are the criteria as to operability. 

In recent years, particularly because of 
the work of Lahey, the thyvrocardiac has 








Classical exophthalmic goiter. Eight months post 
operative. Entirely well. B. M. R. plus 6. But ex- 
opthalmos persists 


become less of a “bugbear.” “‘Nowhere in 
thyroid surgery can one see such start- 
lingly gratifying results as in these people 
with heart failure complicated by hyper- 
thyroidism—once the toxicity has been re- 
moved by subtotal thyroidectomy.’”” We 








yirtly retrosternal, 
deviation of tra- 


chea to right) and oxic symptoms 


After operation complete relief. The trachea 
turned to midline 


have had patients who were brought to 
the hospital in a wheel chair with dys- 
pnoea, oedema, cyanosis and fibrillation, 
walk out of the hospital four weeks after 
operation with restored compensation and 
a perfectly regular heart rhythm. Of 
course, they require careful and intelligent 
management as to preoperative care, dex- 
terity and speed in operating, proper an- 
esthesia, and wise post-operative care. It 
requires courage to approach these cases, 
but we are fortified by the fact that the 
cardiac reserve in the “thyroid heart” is 
greater than in the heart which is decom- 
pensated from other cause. 


In diabetes and tuberculosis complica- 
ted by hyperthyroidism, subtotal thyroid- 
ectomy is indicated, and, if done properly 
will make it possible to institute medical 
treatment for these diseases which may be 
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successful. Efforts to satisfactorily handle 
these patients without removal of the hy- 
perthyroidism are fruitless. The mortality 
of the operation here is raised from the 
usual less than 1% to about 6%. 
Operation of Choice: In toxic goiter, we 
believe that the removal of approximately 
80% of the entire gland, including both 
lobes and the isthmus is the procedure of 
choice. Sometimes, even now, because of 
extreme toxicity, it is necessary to do this 
in stages. We have not entirely abandoned 
preliminary ligation, but the operative re- 
action in these cases has shown us that 
hemithyroidectomy could probably have 
been safely done. In our opinion, subtotal 
thyroidectomy (which in our hands has 
been devoid of serious complications) is 
preferable to the more radical operations 
advised by some (Richter and others) 
which is apt to cause injury to the para- 
thyroids and recurrent laryngeal nerves, 
and is, we belive, no more effective in pre- 
venting recurrent or persistent hyperthy- 
roidism.' We would prefer to re-operate 
upon an occasional case rather than to 
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Adenoma of 10 years’ duration. “Heart trouble” 





for past 5 years. B. M. R. plus iuricular fibril- 
lation and evident toxicity 

Heart rhythm became regular 3 days after op- 
eration and has remained so ever since (6 weeks) 


With great improvement in general health 


adopt the radical operation as a routine 
procedure. 

lodine: The recent repopularization of 
iodine therapy in goiter has caused a def- 
inite change in the condition of thyroid 
cases admitted to our clinic. 

For a long time it has been known that 
hyperplastic thyroid gland is deficient in 
iodine. In 1922 Plummer caused renewed 
interest in the administration of this drug. 
Since then it has been given so extensive- 
ly, and, in many instances, with such little 
discretion that we deem it expedient to 
urge more rational use of this most im- 
portant agent in the management of thy- 
roid disease. Our experience corresponds 
with that of Lahey of Boston, and Frazier 
of Philadelphia, both of whom have re- 
cently written excellent articles dealing 
with this phase of goiter therapy. Dr. La- 
hey says: 

“The use of iodine has been so enthusi- 

astically accepted by the medical profes- 

sion that any patient who has goiter, 
thinks she has goiter, or may have had 

goiter, has had what used to be called a 

‘course of iodine’.” 

Frazier makes the statement that “‘io- 
dine, while one of our most valuable ad- 
juncts in the surgical management of hy- 
perthyroidism, has probably done more 
harm to patients with goiter than any 
other drug.” 

In connection with the treatment of 
goiter, iodine has two legitimate uses: 

1. The prevention of endemic 
goiter in “goiter belts.” 

2. The temporary reduction of 
toxicity in hyperplasia of the 
thyroid gland preparatory to 
and following operation. For- 
tunately, Oklahoma is not in a 
“goiter belt.” 

In toxic goiter the most that can be ex- 
pected of iodine is to hasten a remission. 
Its effect is transient. After the first 10 
or 12 days it often does no good, and may 
do harm. The good results of a first ad- 
ministration cannot be duplicated if op- 
eration is put off. The drug should not be 
given until after the surgeon has seen the 
patient. Otherwise, apparent improve- 
ment under iodine may cause ill-advised 
radicalism. 

lodine should not be given to neuras- 
thenics. “The great difficulty of diagnos- 
ticating the co-existence of thyroidism 
with a neurotic or psychic condition is 
greatly added to if the patient has been 
receiving Lugol’s Solution.’” 
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Close preoperative observation of toxic 
patients is still necessary, and the admin- 
istration of iodine by the medical attend- 
ant before the patient is seen by the sur- 
geon causes confusion and creates false se- 
curity in the estimation of operability. We 
sometimes send patients home without io- 
dine for several weeks so that a clear idea 
may be obtained of their true condition. 
Those who receive iodine over a long pe- 
riod of time (and who improve for the 
first 10 to 12 days) show less improve- 
ment as the drug is continued; and, when 
it is most urgently needed it will have lit- 
tle effect. If it has been given only after 
coming under the observation of the sur- 
geon and not to exceed 8 to 12 days pre- 
operative, the sustaining influence follow- 
ing operation may save life. 

The only permanent cure for toxic goi- 
ter lies in surgery. Iodine alone will not 
effect a permanent cure, and it should not 
be given for this purpose. 

714 Medical Arts Building. 
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STRICTURE OF THE RECTUM* 
V. K. ALLEN, M.D. 
TULSA 

It is interesting to note in reviewing 
the subject of stricture of the rectum that 
much more discussion is spent on the eti- 
ology than on any other phase of the sub- 
ject. This paper, however, although cov- 
ering all phases of the subject, is intended 
to lay more stress on treatment than on 
etiology. It is readily admitted that the 
etiology may be divided into malignant 
and benign. Benign strictures are of an in- 
flammatory nature, but the significance 
of syphilis as a causative factor opens a 
discussion in which there is a wide vari- 


*Read before the Surgical Section of the Okla- 
homa State Medical Association Annual Meeting, 
at Shawnee, May 28, 1930. : 


ance of opinion. Some believe that practi- 
cally all inflammatory strictures are of 
luetic origin, while there are others who 
believe that very few or none are caused 
by syphilis. Yoeman', Asman’, Hartman’, 
Gant‘, and others express themselves as 
believing that a large percentage of the 
benign strictures are caused by syphilis. 
Drueck’® thinks that this frequency of sy- 
philis in patients suffering from stric- 
tures of the rectum is universally acknowl- 
edged.” On the other hand, Lockhart 
Mummery’ feels that the fact that the pa- 
tient has syphilis is no proof that the stric- 
ture which the patient may have is caused 
by syphilis. He further states, “I doubt 
whether a stricture of the rectum ever oc- 
curs from syphilis alone and withont ul- 
ceration.” David’ states that out of fif- 
teen studied cases, he has rarely seen mi- 
croscopical changes in the tissues to sug- 
gest that syphilis is a causative factor. 


Benign stricture may be divided into 
congenital and acquired. Congenital stric- 
tures are rarely recognized in early life, 
and it is only after the development of 
hemorrhoids, fissures, or fistulas that a 
doctor is consulted and he finds this stric- 
ture. At this age these strictures are usu- 
ally very dense and difficult to dilate. 


Gonorrheal proctitis may occur in the 
rectum of females or in the males prac- 
ticing sodomy, and these ulcerations may 
lead to very severe strictures of the rec- 
tum. 


When tuberculous strictures do occur, 
and this is not often, there is usually an 
associated diarrhea and the stricture is 
secondary to pulmorary disease. Usually, 
with the tuberculous stricture, there is 
quite an envolvement of the entire gas- 
tro-intestinal tract before the tissues of 
the rectum and anus become involved. 


Amoebic dysentery is given by many 
writers as a not infrequent cause. Stric- 
tures from this infection may be single 
or multiple and are more often high than 
low. They result from the large ulceration 
which frequently takes place in a severe 
chronic case of this disease. 


Trauma is a rather frequent cause 
which may include hot or caustic enemas, 
introduction of foreign bodies, and sur- 
gery. Hemorrhoidectomies are occasion- 
ally followed by strictures, and especially 
is this true where the Whitehead opera- 
tion is done. A case now under observa- 
tion in which the stricture is located just 
below the sigmoid flexure and involves 
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about half of the circumference of the 
bowel, is the result of the removal of a 
small malignant growth by fulguration 
followed by the application of radium. 

Strictures occur far more frequently in 
females than in males, the proportion be- 
ing probably better than two to one. Al- 
though the strictures may occur at all 
ages, the vast majority occur between the 
ages of 21 and 40, and less frequently dur- 
ing the following two decades. 

There are several types of the stenoses, 
viz: (a) Annular, the type which is like 
a ring about the rectum; (b) The tubu- 
lar, in which case from one to several 
inches of the rectum may be involved in 
its entire circumference, and in all its 
coats; (c) The linear type where a cicat- 
ricial or fibrous deposit invades but part 
of the circumference; (d) Still another 
type is the so-called valvular stricture 
which is the hypertrophied Houston’s 
valve interfering with passing of the 
feces. 

The majority of the strictures occur in 
the lower part of the rectum, the lowest 
3 to 3% inches. Although the fibrous 
transformation involves all the tunics, the 
greatest part involves the submucosa with 
a very intimate attachment of the mucosa, 
while only the inner fibers of the muscu- 
laris are involved. Ulceration rarely oc- 
curs at the stricture itself, but usually 
just above that point. After the stricture 
becomes more advanced a balooning above 
the point of obstruction gradually devel- 
ops as a consequence of a constant effort 
to overcome such obstruction. 

One of the earliest symptoms may be 
that of ulceration of the rectum with some 
moisture about the anus or discharge of 
mucus. Later there is noticed a heaviness 
or dragging sensation in the loins or per- 
ineum. There may be an aching down one 
or both legs. Vague pains in the pelvis or 
pain in the region of the uterus or adnexa 
are complained of. As the stricture de- 
velops, the patient notices blood in the 
stool and the bowels may move three to 
five times a day. Pus may be mixed with 
the blood and pain may develop in the 
later stage but is due rather to the fistula 
which frequently complicates the picture. 
There is loss of weight and anemia. Con- 
stipation becomes more and more marked, 
and impaction of feces occurs above the 
stenosis. The feces are ribbon shaped, and 
there is much gas in the colon. The stom- 
ach becomes irritable, and the patient ex- 
periences frequent nausea. 


Obstruction never occurs from the 
stricture alone because the lumen is never 
completely obliterated, but rather as a re- 
sult of impaction of feces. Fistulae are 
probably the most frequent complication 
of stricture. The fistula may extend to the 
ischiorectal spaces or skin, or may open 
into the bladder or vagina. 

As previously stated, this paper is in- 
tended to lay stress particularly on treat- 
ment. In the treatment of these cases, the 
patient should be placed upon a very bland 
diet. The elimination of meat will lessen 
the amount of putrefaction; and if foods 
are chosen so as to eliminate the roughage 
or waste products, the stools will be more 
easily passed and there will be less im- 
paction above the stricture. Cleanliness is 
a necessity and frequent irrigations will 
make the patient much more comfortable 
and will not permit retained discharges 
to further irritate the diseased area and 
outside skin. Intestinal elimination should 
be encouraged in every way possible, and 
the patient’s general condition should be 
built up by tonics. Antiluetic medication 
should be given if indicated. Dilatation is 
one of the most frequent palliative meas- 
ures used; however, much caution should 
be observed in this. Only the soft bougie 
should be used because the stricture may 
be split if too much force is made, thus 
allowing septic material to reach the cel- 
lular tissue outside of the bowel and lead 
to formation of abscess and even septice- 
mia. The greatest danger is encountered in 
those cases where the stricture is situated 
above the peritoneal floor, because of the 
possibility of a complicating peritonitis. 


Electrolysis has been used in the treat- 
ment of strictures with some success. The 
technique used should vary according to 
the type of stricture to be treated. The 
stricture may be treated by a graduated 
electrode, choosing first one that will hard- 
ly pass through the stricture. Then by ex- 
erting enough force to hold the electrode 
in position and at the same time using a 
dosage of negative galvanism up to the 
tolerance of the patient, the tissue will 
gradually relax allowing the electrode to 
pass through. Larger electrodes are used 
as indicated. A current of 3 to 15 milliam- 
peres is used, which may be given from 5 
to 15 minutes depending upon the individ- 
ual and the character of stricture. These 
treatments may be given five to ten days 
apart or as often as the condition of the 
patient will allow. Intervening dilatations 
without the current are of value. 
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If it is the object of the treatment to 
dissolve scar tissue, two or three tech- 
niques may be used. The negative pole 
alone on a metallic contact may be used. 
If inflammation is present, it is advisable 
to use the positive pole with a wet elec- 
trode of thiosinamin (C4H8N2S). Thiosi- 
namin has the property of attacking scar 
tissue to the exclusion of the tissue sur- 
rounding it and may be used on the posi- 
tive pole rather than the negative pole. 
Milliamperage used in these cases would 
depend upon the dosage or tolerance al- 
lowable by the patient. In some cases it 
may be advisable to use a topical appli- 
cation of some local anesthesia in order 
that heavier dosage may be used. 


The ionization of sodium salicylate on 
the negative pole is also of value and may 
be used safely. It is impossible to lay down 
hard and fast rules as to the dosage of 
current to be use or as to the frequency 
of treatment. It all depends upon the case 
to be treated. Where solutions of thiosi- 
namin or sodium salicylate are used, a 
very dilute solution of one-half to three 
per cent may be applied by soaking lint or 
cotton in this solution and using the cotton 
or lint as the electrode, placing it in posi- 
tion when wanted. 

The following case history illustrates 
this point well. M.M., female, age 28 years, 
chief complaint discomfort in the rectum 
with purulent discharge from the rectum 
and associated with marked constipation. 
Family history is negative. Previous his- 
tory is negative. She has had three Was- 
sermanns, all negative. 

Past Illnesses: At the age of 13 (15 
years ago) she fell, injuring the lower 
part of back and rectum. She was in bed 
for three or four weeks. About one year 
later she noticed that she was more con- 
stipated and had some discomfort in rec- 
tum, and she passed some mucus at times. 
Since that time her constipation has grown 
more marked each year and gradually the 
rectal discomfort has grown worse. She 
has noticed mucus, pus, and blood in stools 
more frequently and the fecal matter has 
formed into smaller, stringy stools. She 
has also considerable discomfort in the left 
side of the abdomen and feels bad all the 
time. 


Physical Examination: There is a stric- 
ture of the rectum beginning about one 
inch above sphincter, about one inch in 
length, tubular in character, and the lumen 
of which will just permit the passage of 


the index finger. The discharge is muco- 
purulent and blood tinged. 

Treatment: She was given a bland diet 
and was directed to keep rectum irrigated 
well with medicated enemas, and she was 
given a treatment with the galvanic cur- 
rent every ten days for about three 
months. After this time, the treatments 
were repeated every two weeks for two 
months, and then once a month for three 
months more. At that time, the patient 
was having a very well formed stool; and 
no pus or blood and very little mucus was 
found in the stool. She had very little dis- 
comfort in the rectum and had gained 
weight. Not enough time has elapsed as 
yet to say how permanent this improve- 
ment may be. 


Clemons’, of Los Angeles, has report- 
ed excellent results by the use of car- 
bon dioxide in the treatment of strictures. 
He packs the stricture with a tampon of 
carbon dioxide snow. This is accomplshed 
by catching the gas in a chamois as it es- 
capes from the tank and then packing the 
snow inte a finger cot. A thread is tied 
around the end of the finger cot placed 
over the projection of a retaining catheter 
in such a manner as to allow the escape of 
gas from the melting snow through the 
catheter. This is inserted into position by 
means of a proctoscope. 


A more radical procedure in the treat- 
ment of strictures is the use of proctot- 
omy. The proctotomy may be internal or 
external. The former is dangerous because 
the wounds are inside and cannot drain 
well and therefore predispose to abscess. 
The latter is quickly done and markedly 
enlarges the stenosed rectum, allowing 
free drainage. These are easily treated and 
better results are obtained. 

Excision is resorted to in the more se- 
vere cases. This is usually preceded by a 
colostomy which improves elimination and 
builds up the general condition of the pa- 
tient. Excision is not easily done, however, 
because the dense adhesions that bind the 
bowel on all sides to adjacent structures 
completely immobilize the gut. The extir- 
pation is therefore difficult and is accom- 
panied by profuse bleeding and is occa- 
sionally accompanied by injury to the 
bladder, ureter, prostate, urethra, or vagi- 
nal septum. 

The following is a case report of stric- 
ture of the rectum which came under my 
care and which proved to be unusually in- 
teresting. The case is that of Mrs. E. C., 
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white, female, age 33. Her chief complaint 
is straining at stool especially in the 
mornings. Purgatives continuously and 
passing blood at or after stool. 


History of Present Illness: In 1910 she 
became rather constipated and her bow- 
els were sore. She noticed quite a bit of 
discomfort at times in the rectum. This 
continued until 1915 when she had a large 
swollen area in the left buttock. This was 
incised and drained, but it failed to heal. 
The discharge continued, and the sore- 
ness in and about the rectum became 
worse. The soreness passed anteriorly and 
a mass formed in the vagina which finally 
ruptured and drained. Four years ago she 
had an abscess again in the left buttock 
and both knees were swollen very large. 
The abscess was incised and the knife was 
passed into the rectum. Pus drained 
through the rectum continuously. Her 
bowels moved only with purgatives and 
straining a great deal with each stool was 
a symptom. She had a great deal of dis- 
comfort in and about the rectum and in 
the abdomen. She had lost 35 or 40 pounds 
in the last year and a half. 


Physical Findings: Undernourished, 
adult, female. Head is negative except for 
several bad teeth which are very dirty be- 
cause of tobacco chewing. The heart and 
lungs are negative. The abdomen is rather 
pendulous in the lower part and is tender 
over the cecum and over the descending 
colon. 


Pelvic Examination: The examining fin- 
ger feels a depressed area with a very 
small opening about middle of the post- 
erior wall of the vagina which when prob- 
ed is easily found to lead into the rectum. 
The examining finger passed into the 
vagina in a bimanual examination and re- 
veals a very tight and tender pelvis. She 
resists examination considerably, but one 
finds a hard mass which seems to corres- 
pond with the fundus of the uterus. 


Rectal Examination: A fistulous tract 
leads from the posterior median line of 
the anus to the left cheek of the buttock, 
and several openings are noticed in the 
buttock. The examining finger meets with 
an obstruction, circular in character, just 
within the sphincter muscle; and pressure 
upon this point elicits considerable pain 
with the patient. The stricture is hard and 
fibrous and it is impossible to pass the 
finger into the stricture. A diagnosis of 
stricture of the rectum complicated by a 
fistula was made. In as much as the fis- 


tula was the thing most complained of, it 
was decided that the latter be removed at 
this time and a more thorough examina- 
tion of the stricture be made. 

Under anesthesia, a grooved director 
was passed through the opening in the left 
cheek of the buttock and passed through 
the fistulous tract into the anus. This 
fistulous tract was then excised complete- 
ly, including all of the diseased area in 
the buttock. The recto-vaginal fistula was 
determined to be inactive and was there- 
fore not taken care of at this time. The 
finger was passed into the rectum through 
the stricture which was forcibly dilated 
to admit the finger to be passed its full 
length and approximatey up to the sig- 
moid flexure. It was determined at this 
time that the stricture was so marked and 
extended so high in the rectum that pal- 
liative treatment would never be satisfac- 
tory. It was therefore decided that colos- 
tomy would be required for proper elimi- 
nation and to relieve the strictured area 
sufficiently to permit clearing of the in- 
fection. 


About ten days later she again was tak- 
en to surgery and at this time a right 
paramedian incision was made. After the 
intestines were packed into the upper ab- 
domen, it was found that the uterus was 
about three or four times the normal size 
and was fibrous. The tubes and ovaries 
were bound down by strong adhesions 
as well as the intestines which filled the 
posterior culdesac. The sigmoid was a 
mass of adhesions and was also held to 
the left pelvic wall by fibrous bands. 
The adhesions were broken up as much 
as possible in the culdesac, the uterus and 
tubes were liberated, and a hysterectomy 
was done. The upper part of the sigmoid 
and part of the descending colon were then 
loosened so as to permit a colostomy to be 
made through the left rectus muscle. The 
rectal stricture was then irrigated three or 
four times a day with normal saline, and 
the operative area on the buttock soon be- 
gan to take on a more healthy appear- 
ance. Cleansing was continued from above 
and from below several times a day, and 
the discharge from the rectum gradually 
diminished. The bowels began to move 
better, and the improved elimination soon 
lessened the abdominal discomfort that 
she had been having. She gained consid- 
erable weight and improved in her gen- 
eral condition. She was kept under obser- 
vation for about ten weeks after the last 
operation was done, and until that time 
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she had kept up her irrigations consist- 
ently. The wound on the outside was en- 
tirely healed and looked healthy. The dis- 
charge from the rectum was very small 
and gave very little trouble. She left town 
at this time and was lost track of entirely. 
DISCUSSION: Dr. Raymond L. Murdoch, 

Oklahoma City. 

Young adult or middle aged women 
are chiefly the subjects of inflammatory 
stricture of the rectum. Dispensary cases 
are overwhelmingly negro women. In a 
number of these relating complaints of 
rectal pain and muco-purulent discharge, 
obstinate constipation, and great pain on 
attempt to take over a few ounces as an 
enema, I have felt sure they had a stric- 
ture and have found that condition on ex- 
amination. 

The greater occurence of non-malignant 
rectal stricture in women can be explained 
by the greater trauma and infection to 
which this region is subject in women. In- 
fected vaginal discharges frequently con- 
taminate the region. At this point it might 
be well to say that although the making 
of a rectal examination by the physician 
after a bimanual vaginal examination is 
highly commendable, still, respect for the 
rectum would require that the gloved hand 
be washed and immersed in antiseptic so- 
lution between the two examinations. 

About eighty-five per cent of my cases 
have had negative Wassermanns when I 
saw them and the Wassermanns in the re- 
mainder were usually only faintly positive. 
Antiluetic treatment alone did not cause 
absorption of the stricture in any of them. 
However previous veneral disease of some 
kind at some time was probable in most 
of them. 

Most of the cases present themselves in 
the late or obstructive stage, the fibrous 
stricture about three inches up obliterating 
the mid-ampulla of the rectum, the sphinc- 
ters themselves being atonic. The stenosed 
or scarred anus following unfortunate 
hemorrhoid operations is a different con- 
dition. In the obliterative stage of the in- 
flammatory stricture the opening admits 
the tip of the finger or it may be only 
pencil point in size. It is remarkable how 
small an opening some of the cases get 
along with. I have thought from vaginal 
palpation posteriorly that I had a tubular 
stricture in some cases in which subse- 
quent rectal dilation showed not more than 
the usual diaphragmatic like constriction. 

I believe that inflammation and some ul- 
ceration of the mucosa occurs in the early 


stages of the disease with subsequent sub- 
mucous cicatrix formation. I have seen 
only two early cases of proctitis with wart- 
like excrescences and thickening of the 
rectal walls. Others have observed this 
type of case progress into the stricture we 
are discussing. Proved gonorrheal procti- 
tis has been reported developing into rec- 
tal stricture. 


The treatment of choice of the obstruc- 
tive condition is gradual dilation without 
rupture. The use of galvanic current has 
seemed to facilitate the gradual dilation 
in some cases. Patients coming from a dis- 
tance and having a tight stricture often 
prefer a quicker dilation which requires an 
anaesthetic (sacral or gas) and involves 
some incision or rupture of the scar. Proc- 
toscopic visualization insures starting the 
bougie, or preferably at the start, the fin- 
ger, in the opening properly, and is a fac- 
tor of safety. High stricture should be di- 
lated only slightly and with extreme cau- 
tion as to peritoneal rupture. I have ap- 
plied carbon dioxide snow to a few stric- 
tures but have not been able to follow the 
cases close enough to make out softening 
of the tissue nor decided advantage of the 
method. The universal tendency of the 
stricture is to return. 


Colostomy is life saving and should not 
be denied in some cases. I have done it 
under local anaesthetic on a case compli- 
cated with discharging multiple fistulae, 
much emaciated, running septic daily tem- 
perature of 104 and 105 degrees, brought 
in on a stretcher unable to turn himself, 
the buttocks lying in a pool of the constant 
feco-purulent discharges. The change post- 
operative was remarkable; in three weeks 
the patient was eating well and walking 
about the ward with normal temperature 
and not needing a dressing to the fistulous 
scars nor anus. When last heard from 
about four years later he was doing man- 
ual labor and well pleased with his per- 
manent colostomy. 

I have appreciated and greatly enjoyed 
Dr. Allen’s excellent paper. 
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VESICO-VAGINAL FISTULA* 





J. Z. MRAZ, M.D. 
Oklahoma City Clinic 
OKLAHOMA CITY 


A study of the records of the Oklahoma 
City Clinic and case reports in the litera- 
ture of vesico-vaginal fistula, reveals the 
fact that many of these cases required 
multiple operations before cure was ac- 
complished. One of the writer’s cases had 
been operated twelve times and in the lit- 
erature repeated operations are common, 
the greatest number noted being 18 in a 
case reported by Dr. David W. MacKenzie 
of Montreal. 


Occasional failure is bound to occur, of 
course, and now and then a case will re- 
peatedly resist the most carefully planned 
and executed operation, and yet the per- 
centage of failures would seem dispropor- 
tionately high when one considers with 
what thoroughness the profession has 
studied every phase of the subject. 


It would seem that the peculiar diffi- 
culties presented by this condition have 
acted as a challenge to some of the best 
surgical minds until at the expense of in- 
finite patience and ingenuity on the part 
of the gynecologist, urologist and general 
surgeon, a solution has been found for 
practically every combination of circum- 
stances which may accompany these try- 
ing cases. 


The situation gives rise to the thought 
that perhaps some of the failures would 
not have occurred if the operator had 
strictly adhered to the well defined sur- 
gical principles which have been found 
essential to success. In the absence of any- 
thing new or original to present, it was 
such consideration as these and the hope 
that some mutual benefit might be derived 
from a brief discussion at this time of 
some of the salient features of the subject 
that prompted the writing of this paper. 


Historically, there is very little of im- 
portance prior to the time of Sims. It was 
in 1855 that J. Marion Sims brought out 
a method for the handling of this condi- 
tion so correct in its surgical conception, 
that after demonstrating his method in 
New York City, it was immediately ac- 
cepted by the profession with the result 
that the percentage of operative cures of 
vesico-vaginal fistula rapidly increased. 








*Read before the Surgical Section of the Okla- 
homa State Medical Association Annual Meeting, 
at Shawnee, May 26, 1930 


The principal points of his contribution 
were the fashioning of a vaginal speculum 
for better exposure, freshening the edges 
of the fistula, the use of silver wire su- 
tures and the employment of an inlying 
urethral catheter to encourage healing. 


Then in 1894 Mackenrodt recommended 
and practiced the free separation of the 
vaginal wall from the bladder wall and 
the suture of each one separately, thus 
finally placing the surgical repair of vesi- 
co-vaginal fistula on a firm scientific 
foundation. 

The etiology of vesico-vaginal fistula 
may be summed up in order of frequency 
as follows: 

1. Total hysterectomy whether 

by the abdominal or vaginal 

route, and especially when 

complicated by post-operative 
infection. 

2. Malignancy of the bladder 
wall either primary or as an 
extension from the cervix or 
the vagina. 

3. Protracted labor and difficult 
instrumental deliveries. 

4. Colpotomy incisions as in a 
case recently operated by the 
writer, the physician having 
incised what he thought was 
an abscess of the vaginal vault 
cutting directly into the blad- 
der. 

5. Exceptional causes such as 
the sloughing into the bladder 
of a pessary, etc. 


te 


In doing a hysterectomy a fistula may 
be produced either by cutting directly into 
or otherwise injuring the bladder or by 
secondary necrosis of the bladder wall due 
to interference with its blood supply. The 
latter seems to be the only feasable ex- 
planation of those cases which occur from 
four to ten days after operation. 

While the basic principles involved in 
the treatment of this difficult condition 
have not been materially changed since 
the days of Sims, Emmet and Macken- 
rodt, there have been certain refinements 
of technic and procedures for the cure of 
especially intractable cases brought out 
in more recent times that are definitely 
helpful and that merit our consideration 
when planning an attack on a particular 
case. 


Among these may be mentioned the fol- 
lowing: The careful pre-operative treat- 
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nal wall by Dr. C. A. Roeder of Omaha, 
Nebraska, and the interposition between 
the bladder and vagina of the Gracilis 
muscle by Dr. John H. Garlock of New 
York. 


ment of infections of the urinary tract 
and vagina, and when present, the remov- 
al of bladder stones and phosphatic de- 
posits, their recurrence being prevented 
by acidifying the urine. 

The definite location of the fistulous 
opening especially when situated near one 
of the ureteral orifices in which case, 
when the vaginal route is contemplated, 
a catheter should be placed for the easier 
indentification of the ureter while opera- 
ting. 

The attempt to close small fistulae by 
the high frequency fulguration spark used 
through the cystoscope as suggested by 
John R. Caulk and others. This simple pro- 
cedure will occasionally be successful in 
the very small openings. 


When employing the vaginal approach, 
the use of the Trendelenberg position and, 
occasionally, in otherwise inaccessible 
cases, Duhrens lateral perineal incisions 
or the incision of Schuchardt for better 
exposure. 


Careful freeing of the bladder wall to 
insure closure without tension. 


The supra-pubic approach either trans- 
peritoneal or transvesical for certain high 
lying fistulae or those that have proved 
impossible to cure from below; the vagi- 
nal operation should be used when at all 
possible because it practically carries no 
mortality but one should not hesitate to 
go above if it assures better access. 


Dr. Hugh H. Young reports the cure of 
a case that had been operated several 
times before. He opened the bladder and 
with a specially designed instrument, lift- 
ed the fistulous tract up thus making pos- 
sible its successful excision and closure. 


In a recent case in the Oklahoma City 
Clinic, operated by Dr. Blesh and the writ- 
er, the transperitoneal route was used suc- 
cessfully. The case followed a total hyster- 
ectomy complicated by infection in a fat 
patient. It was first attacked from below 
but this was found to be impracticable 
due to the high position of the opening and 
fixation of the vaginal vault as a result 
of the infection. A laparotomy was then 
performed and the bladder widely opened 
down to the fistulous tract which was then 
excised and the bladder and vagina sepa- 
rately sutured. 


In certain wide defects of the bladder 
wall, various ingenious expedients have 
been used such as the turning into the 
bladder or flaps fashioned from the vagi- 


Last, but by no means least in import- 
ance, is the careful postoperative man- 
agement of these cases, the object of 
course, being to keep the bladder at rest 
and as dry as possible while healing is 
taking place. 


To accomplish this one has the choice 
of the inlying ureteral catheters, urethral 
catheter and the supra-pubic drain to side- 
track the urinary stream around the field 
of operation. Whichever method is used, 
frequent investigation should be made to 
ascertain the potency of the drainage tubes 
to avoid the accumulation of urine in the 
bladder. This may usually be done by care- 
ful irrigation through the catheter with 
boric solution at frequent intervals. 


Dr. A. L. Chute of Boston, speaks high- 
ly of a method he has used successfully in 
a number of cases—that of keeping the pa- 
tient lying face down for the first week or 
ten days after the operation. 


The value of this procedure lies, of 
course, in the fact that the base of the 
bladder, which practically always is the 
seat of the fistula, is carried up out of all 
possibility of contact with the urinary 
stream. 


While this position maintained for a 
week or ten days proves to be very trying, 
nevertheless, it should be insisted on in 
certain difficult cases as it has real merit. 


In conclusion, it may be stated that if 
one makes use of the above mentioned pro- 
cedure as indicated, and adds to them pa- 
tience, the careful handling of tissue and, 
most important of all, a thorough surgical 
technic, then whether gynecologist, urolo- 
gist or general surgeon, success will be 
assured in the great majority of cases. 
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UROLOGICAL DIAGNOSIS IN 
GENERAL SURGERY* 


BASIL A. HAYES, M.D. 
OKLAHOMA CITY 





The science of diagnosis has advanced 
greatly during the past one or two de- 
cades. Patients require now not merely 
a physical lookover, but when pathology 
is discovered special methods must be 
used to run it down to the finest detail. 
Thus develop specialties with their at- 
tendant increase of work and expense. 
The time was, for example, when an acute 
rhinitis was just a “‘cold.” Later on some- 
one found by transillumination that occa- 
sionally pus was found in a sinus, and 
those “colds” which hung on too long were 
suspected of being complicated by sinus 
infections. Still further developments 
brought the X-ray, the catheter, and even 
the diagnostic puncture so that now every- 
one recognizes that sinus infections re- 
quire the attention of men skilled in that 
line of work. 

Every anatomical system of the body 
has its expert students and special meth- 
ods for examination and treatment. For 
the study of the brain, we resort to local- 
izing methods such as equilibration and 
visual tests, lumbar puncture, X-ray, and 
even ventriculograms. These are detailed, 
expensive, tedious processes and require 
expert opinions for interpretation of find- 
ings. But the net result is an accurate 
diagnosis, and we feel repaid whether or 
not the patient can be cured. For the 
study of heart conditions, it is no longer 
sufficient to use a stethoscope and put 
the patient to bed. It is necessary to do 
these things plus X-ray, electrocardio- 
gram, functional tests, and expert opinion. 
These procedures cost money and time, but 
they pay in restoring a greater percentage 
of patients to useful lives. Disease of the 
lungs now call for temperature records, 
sputum examinations, stereoscopic X- 
rays, lipiodol instillations, and in many 
cases bronchoscopic examinations. Expen- 
sive, disagreeable, even painful; but they 
get results in accuracy. Certainly the same 
statements are true of the gastro-intes- 
tinal tract. Until the doctor has had a 
$25.00 series of X-rays, he has not begun 
to examine his patient. Then he needs to 
pass a tube and do fractional aspirations, 
run gall bladder series, do a proctoscopic 





*Read before the Surgical Section of the Okla- 
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and a stool examination. All of which are 
costly and disagreeable to the patient but 
are accurate in their results. 

Like other portions of anatomy, the uri- 
nary tract has developed its own technical 
methods of investigation. Next to the 
stethoscope, the cystoscope is probably the 
best known special instrument of diagno- 
sis in use today. It, with the sound and 
ureteral catheter, have made it possible to 
investigate this otherwise unapproachable 
tract from end to end; and by the addition 
of the X-ray and clinical laboratory to 
arrive at information as exact and def- 
inite as that obtainable anywhere in the 
body. The amount of information obtain- 
ed, however, is limited by the knowledge 
and experience of the observer, who must 
read in many facts which would not be 
apparent to men less skilled. Cystoscopy 
will not turn a kidney inside out and let 
you feel of it and look at it. The most it 
can do is to give certain definite facts— 
“markers” as the geologists say—from 
which can be reasonably deduced other 
facts. These deductions have been time- 
tried and have proved true in thousands 
of cases, hence for practical purposes may 
be considered as true. It is extremely fal- 
lacious, therefore, to suppose that any man 
who owns a cystoscope is qualified to use 
it. He may introduce the instrument and 
look; but does he understand the full sig- 
nificance of what he sees? There is a ten- 
dency to consider diseases of the urinary 
tract as everyman’s land, and to give the 
subject the most superficial sort of atten- 
tion. Generally speaking, the idea is prev- 
alent that if a patient has albumin in the 
urine, it means Bright’s disease; if he has 
pus, it means gonorrhea or pyelitis; if he 
has pain, it means a stone; all of which 
may or may not be true, but it leaves un- 
touched the vast field of investigation 
which would tell what kind of Bright’s 
disease, pyelitis, or stone, and why it is 
present. 


The urologist can in most instances an- 
swer these questions. He can begin at the 
external meatus and determine if there is 
obstructive or infective urethral pathology 
present which might produce symptoms. 
He can examine the prostate and vesicles 
and determine exactly the amount of in- 
fection and its type. He can look into the 
bladder as well as one can look into a 
throat. He can pass catheters into the uret- 
ers and up into the kidney pelves, with- 
drawing urinary samples which can be 
examined bacteriologically and chemically. 
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While catheters are in place he can deter- 
mine accurately the functional efficiency 
of each kidney. Incidentally the catheter 
becomes a sort of extended finger to find 
if tenderness is present in either kidney, 
and if so, whether or not it corresponds 
to the pain previously complained of. He 
can then make an X-ray outlining the 
shape of each kidney and the shape of the 
pelves and the course and size of the uret- 
ers, thus settling whether or not tumors, 
cysts, stones, or malposition may be pres- 
ent. By the characteristic picture in con- 
nection with clinical signs he can say 
whether or not pus is on the outside of or 
surrounds the kidney. And for those in- 
stances where he cannot pass catheters 
because of obstruction or painful lesions, 
he can inject a drug in the patient’s veins 
which will freely outline the organs. Last- 
ly, he can make a specific culture for tu- 
bercle bacilli and give a report in one 
week as to whether or not it is present. By 
such means he can determine with all ex- 
actness possible the presence or absence 
of surgical lesions of the urinary tract. 


Since the information is easily obtain- 
able by the proper methods and since it is 
all important in differentiating out the 
cause of many obscure conditions, why is 
it that the profession in general does not 
avail itself of the help of the urologist 
more frequently? So far as my observa- 
tions go, the objection voiced against com- 
plete urinary tract examinations are about 
as follows: 


1. It hurts and traumatizes the 
patient. 


2. It costs too much. 


3. It yields no information of 
value. 


To which I would reply that the infor- 
mation obtained depends entirely upon the 
thoroughness with which it is done and 
the ability of the urologist. When the 
tract is examined as has been indicated, 
it cannot help clearing up the question of 
kidney or urinary tract involvements in 
three important classes of cases: 

1. Obscure abdominal, pelvic, or 
lumbar pain. 
2. Obscure abdominal, pelvic, or 
lumbar tumors. 

. Obscure constitutional symp- 
toms such as headache, nau- 
sea, fever, loss of weight, etc. 

To which we may add those cases where 

the surgeon hesitates to operate because 


w 


of doubt as to the ability of the patient’s 
excretory organs to carry him through. 


So far as the cost is concerned, it is not 
any greater than the cost of a thorough 
examinatin of any other important anato- 
mical system; and the very patient who 
complains about a $25.00 fee will, when 
told he is suffering from a serious condi- 
tion, get on the train and go North or 
East and pay five or ten times that 
amount to get the opinion of one whom 
he considers an expert. 


As to pain and trauma, the sad fact is 
that the technique of the average cysto- 
scopy up to the present time has been 
rather brutal, but the last year or so has 
seen a refinement of technique which has 
made it practically possible to do a pain- 
less cystoscopy. The urethra can be anes- 
thetized so that cystoscopy causes lit- 
tle or no pain except in prostate cases, and 
these do not need it in very many in- 
stances. The other source of pain, viz., 
sodium iodide irritation of the kidney pel- 
vis, has been overcome entirely by the sub- 
stitution of colloidal silver iodide, which 
is absolutely painless. Since I have been 
using this, patients get up and go back to 
work within an hour after the examina- 
tion. Cystoscopy, nowdays, is virtually 
without suffering and certainly does no 
harm if carried out by a competent man 
who recognizes that there are times when 
it should not be done, as well as times 
when it is imperative, and that all in all 
it is only a part of the examination. 


I do not mean to say that every patient 
coming in for diagnosis of an abdominal 
pain or urinary disturbances ought to be 
subjected to a complete cystoscopic exami- 
nation for I do not so believe or practice. 
In many instances a complete study of the 
urinary tract by clinical laboratory and 
X-ray means will clear up a diagnosis 
without the use of the cystoscope. I do 
think, however, that unless a definite di- 
agnosis can be made by such means, the 
patient is entitled to the benefit of the ad- 
ditional information which cystoscopy and 
pyelography will furnish. . 


If anyone doubts that there are plenty 
of cases which ought to be given a 
thorough urinary tract examination, let 
him listen to the figures given in Dr. Jet- 
er’s recent paper reporting 276 autopsies 
performed in Oklahoma City during the 
past three years. Of this number 57, or 
20%, were found to have definite surgical 
lesions, 35 of which had not been diagnos- 
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ed prior to death. These were as follows: 


SURGICAL LESIONS IN 276 AUTOPSIES 


Anomalies Present Diagnosed 

1. Fused Kidney 3 

2. Absent Kidney on one side 2 0 

3. Atrophied Kidney ” ” 2 0 

4. Polycystic Kidneys 3 1 

Tumors 5 1 

Trauma 6 6 

Stone 16 6 

Obstruction of Ureter 20 8 
Total 57 22 


It is clear that in at least 48 cases— 
those of tumor, trauma, stone, obstruction, 
and one of polycystic disease—the kidney 
pathology directly contributed to the pa- 
tient’s illness and death; while the other 
nine were of such a nature that the knowl- 
edge of their presence would have been 
very important in any surgical procedure. 
The principal fact in this report is that 
at least 20% of all autopsies showed sur- 
gical lesions of the kidneys or ureter, and 
that even in a first class hospital less than 
half of these lesions were diagnosed prior 
to death. 


I recently looked through the records of 
a number of known kidney cases which 
had been worked out cystoscopically and 
otherwise. I was surprised to find that out 
of the first eleven cases, five showed a 
negative urine examination on admission 
to the hospital. These five turned out to be 
two cases of marked hydronephrosis with 
pain as the presenting symptom; one case 
of tuberculosis and stone, with weakness, 
loss of weight and nervousness as the pre- 
senting symptoms; and two cases of per- 
inephritic abscess, one of which showed 
tenderness in the lumbar region and the 
other contracture of the psoas muscle. 
These cases were all in a hospital and pre- 
sented diagnostic problems so serious that 
they were seen by numerous consultants 
without arriving at a definite diagnosis 
until they were cystoscoped and X-rayed. 
The urinalysis was misleading, and the 
point I wish to make is that the ordinary 
urinalysis as made in good hospitals is not 
a reliable index as to whether or not dis- 
ease is present in that patient’s urinary 
tract and is not altogether dependable. 
Either we are not careful enough in our 
laboratories, or there are many cases of 
gross kidney disease in which part of the 
time the urine appears normal. Four of 
the five cases cited above showed definite 
pus when the urine was taken direct from 


the kidney. One case of perinephritic ab- 
scess did not. 

In conclusion, I am told that in the Mayo 
Clinic every case of abdominal pain of a 
chronic nature is first referred to the uro- 
logical department to rule out kidney path- 
ology. 

When our general surgeons come to de- 
pend on the information which can be fur- 
nished by correct urological work, there 
will be far fewer operations for chronic 
appendicitis and chronic gall bladder; and 
there will be much fewer abdominal ex- 
plorations; there will be more kidnty and 
ureter work done with better results to 
the patient; and incidentally, there will 
be much earlier recognition of lesions 
which can be corrected, but which if left 
to continue, in time will become very seri- 
ous. 

418 Osler Building 





DISCUSSION: Dr. O. R. Gregg, Enid: 

I think we are pretty much in agree- 
ment with Dr. Hayes. There is something 
wrong with our surgical diagnosis in many 
cases. You see them every day in that con- 
dition, after the 5th, 6th, or 7th operation, 
still they have their pain. There is some- 
thing wrong with our diagnosis. What is 
it? In the first place, we do not pay enough 
attention to symptoms. Hematuria, for in- 
stance. It will probably wear off but in the 
meantime we are overlooking a symptom 
that may lead to a diagnosis of malignan- 
cy or tuberculosis, or it may mean some- 
thing different but it should be looked into. 
Osteopaths and chiropractors are getting 
the business and we are losing it simply 
because we are not using enough care in 
examining our patients and diagnosing. 
We ought to do a little extra work and 
know our patients’ condition. We might 
try doing our work and doing it right, and 
chiropractors and osteopaths will not have 
much practice when we pay a little atten- 
tion to details. 


Dr. ————-: I am certainly glad to 
see those pictures and to follow the paper 
as read. This urological work is work that 
should be studied carefully to get proper 
diagnosis in cases from the cradle to the 
grave. There are many cases of children, 
I believe, who are born with urological 
conditions that are overlooked. I have one 
in mind just now. About one year ago, in 
a very few days after the child’s birth, it 
was noticed that no food that could be 
given agreed with it. When it was put on 
the mother’s breast that didn’t agree. It 











338 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


was treated for stomach trouble and the 
different foods and modifications of foods 
were used, but it did not improve at all. 
It was sent to a specialist who took par- 
ticular pains to arrange a diet for this 
child. Nothing did it any good. It came 
back and was referred to this man who, 
in trying to make a more careful examina- 
tion, decided he felt a mass in the region 
of the left kidney. He called a urologist. 
That man made a pyelogram of the kidney. 
All this time occupied about five months. 
The baby was under observation for mal- 
nutrifion because of the stomach condi- 
tion until it was five months old. The urol- 
ogist when he came and made a pyelogram 
found it had kidney trouble, and insisted 
that the child be brought back again in 
about four days. The afternoon of the 
third day the child died. Autopsy revealed 
a movable abscess of each kidney, decid- 
edly more in the left than in the right, 
with two stones in the left kidney more 
than half as large as the end of one’s little 
finger. | believe those stones were in for- 
mation at the time of that child’s birth. 
There was a history of the mother’s hav- 
ing had some type of stones in the kidney. 
1 believe that child was born with a con- 
dition for the development of stones and 
those did occur later on. A careful diag- 
nosis in every case will forestall many op- 
erations. Recently I attended a lady who 
had lost her appendix, lost her gall blad- 
der, lost her ovaries, tubes, etc. She was 
sent to the hospital. There was nothing 
left but the kidneys, which showed very 
definite pyelonephritis. The kidneys were 
full of pus and when that was drained 
she got well—what was left of her. 


Dr. Horace Reed, Oklahoma City: | 
would like to make a talk directed at gen- 
eral surgeons. I approve in general what 
has been said, but I would take issue par- 
ticularly with what was said about some 
methods used in making a diagnosis, that 
there was no harm done the patient by 
injury. That touches a question which I 
have in mind. I speak as one who was 
perhaps one of the very first in this State 
to use a cystoscope. 25 years ago I began 
to use it, and I have gone through all the 
different developments of the cystoscope. 
I do not use it now as much as formerly, 
particularly the catheter cystoscope very 
much less, because I have seen injuries 
and pain from its use by persons who did 
not use it with enough care—in other 
words, who made a careless cystoscopy 
and did not make a pyelogram. In one 
case I introduced a catheter into the kid- 


ney and the patient immediately complain- 
ed of pain. I subsequently found he had a 
tumor in the kidney, found hypernephro- 
ma in the lower pole of the kidney. Then 
also, there is danger of the catheter break- 
ing off. The thing I am driving at is this, 
make your examination in a way that will 
not injure the patient. Use the examining 
cystoscope but use the right one. I use the 
plain examining cystoscope. | have never 
seen a chill or even fever of any kind with 
the use of the plain cystoscope. No an- 
esthetic is required. 1 believe diagnosis 
should still be made by use of the history, 
your eyes, your fingers, and all that you 
have got, and not by those things that 
sometimes injure your patients and give 
them trouble they did not have before. 

Dr. A. Ray Wiley, Tulsa, Chairman: 
The first time I ever saw a cystoscope 
used was in the hands of Dr. Reed 19 
years ago in Oklahoma City. My personal 
opinion according to my experience is that 
the factor of trauma in the use of the 
cystoscope is entirely with the individual. 
1 refer all my work, and find that there 
are two men in Tulsa who never hurt my 
patients and never give them any trouble. 
They use the same instruments and the 
same methods, apparently, as the others. 
These two are getting my work. 

Dr. Hayes: Closing. I am very glad Dr. 
teed and Dr. Wiley spoke. I feel just as 
Dr. Reed does about the trauma that has 
been done by many men in attempting to 
cystoscope. I have never seen a catheter 
break off, but feel that a man ought to 
test those things before he uses them. The 
only place I use anesthetic is in the meat- 
us, where cocaine is used. The cystocope 
will hurt when it goes through the meatus 
and I thoroughly anesthetize it. I think it 
is very important that no force or trauma 
be used in the ureter, and I would be fully 
as strongly against it as Dr. Reed or any- 
one else. I also think the cystoscope should 
not be used in every case of infection in 
the kidney, in this I agree with Dr. Reed 
perfectly. 

Dr. Reed: The cystoscope is a danger- 
ous instrument, and should only be used 
in trained hands, and then only used when 
needed. 
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SPINAL ANAESTHESIA* 





W. H. LIVERMORE, M.D. 
The Chickasha Hospital 
CHICKASHA 


In the last twenty-five years, surgery 
has made great strides. Today we do with 
certainty and precision many operations 
that were difficult and hazardous before 
we had the experience of the last twenty- 
five years. 

Yet today, the chief dread of a patient 
who is to undergo a surgical procedure, 
is the anaesthetic. After a stormy experi- 
ence with chloroform and many deaths, we 
found ether and gradually learned how to 
use it so that it has made narcosis safe 
if not pleasant. In the meantime, we have 
been hunting for an anaesthetic as safe 
or safer than ether, but with less unpleas- 
ant features. 

Nitrous oxide gas and ethylene both 
found a place for use and in some cases 
were better than ether. Local anaesthesia 
has had its adherents, and in some cases 
is a decided advantage over the others. 

It has been many years since the first 
spinal anaesthetic was used. Since then 
it has been used more or less sporadically 
and with a great deal of uncertainty and 
fear. Deaths were occurring at too fre- 
quent intervals to make it a desirable pro- 
cedure. We thought the cause of death was 
a paralysis of the respiratory and cardiac 
centres by the anaesthetic. Many attempts 
were made to protect against the anaes- 
thetic drug reaching the higher regions of 
the cord. 

It was not until the work of Harry Kos- 
ter and Louis Kasman on Spinal Anaes- 
thesia, that we realized the physiology and 
chemistry of the procedure. They proved 
to us that the anaesthetic did not paralyze 
the respiratory or the cardiac centres, but 
that death was caused instead, by anemia 
of the brain, due to the fact there was not 
enough blood reaching the heart to supply 
the brain. 

We decided to verify the findings of 
Koster and Kasman. We used a fifteen 
pound dog, injecting 50 mg of novocaine 
dissolved in 2 cc of spinal fluid from a 
tap of the spine between the atlas and the 
skull. With the dose so placed, we got an- 
aesthesia of the upper part of the body, 
but with respirations hurried and heart 
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action accelerated. In fact, the effect upon 
respiration and heart action was similar 
to a severance of the vagus. The hind part 
of the body became anaesthetized more 
slowly and less profoundly, and the re- 
flexes were never lost in the hind legs and 
the tail. 


All surgeons who have used spinal an- 
aesthesia have noted the fall in blood pres- 
sure. This fall in blood pressure is due not 
to a weakening of heart contraction, but 
to a lessening of the amount of blood re- 
turned to the heart. The greater splanch- 
nic nerve supplies all the blood vessels of 
the abdominal viscera with constrictor fi- 
bers. The fibers of this nerve leave the 
spinal cord by way of the anterior roots 
of the spinal nerves from the first dorsal 
to the third and fourth lumbar nerves. 
When the anaesthetic is injected into the 
subarachnoid space, the impulses along 
these fibers are intercepted which results 
in a marked relaxation of these blood ves- 
sels, hence lowering of the blood pressure. 
If the patient is in an upright position or 
even partly so, there may be so much blood 
held in the abdominal blood vessels as to 
allow none to reach the heart for the heart 
to pump it to the brain, and death may re- 
sult from anemia of the brain. 


But if the body is in “Trendelenburg” 
position, gravity, (which is always work- 
ing), will carry blood to the heart so that 
it can be pumped to the brain thus supply- 
ing the brain with blood at all times. If 
this position is maintained, there is prac- 
tically no danger from the use of novo- 
caine or neocaine in sufficient amounts to 
produce an anaesthesia of the whole body, 
enough for operations on all parts of the 
body. 


Another point that it might be well to 
mention here, is the selective action of the 
cocaine derivatives for the sensory nerves. 
Pain sense is gone before pressure sense, 
and both of these, before muscle sense. 
Operations on the forearm such as tendon 
sutures, are markedly simplified by the 
use of this anaesthesia, as voluntary move- 
ment is still present after pain sense is 
abolished, making it easier to distinguish 
the tendons and get a proper line up. 


Also, spinal anaesthesia is a block an- 
aesthesia, hence the elimination of shock. 
It is a great pleasure after doing a partic- 
ularly difficult and shock producing op- 
eration, to have the patient leave the op- 
erating table without shock manifesta- 
tions, in fact, in as high spirits or feeling 
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better than they did before the operation. 


There is no irritation of the lungs by the 
inhalation of anaesthesia, mucus or vomi- 
tus. No irritations of the kidneys, as not 
infrequently occurs after ether anaesthe- 
sia. Postoperative pains are lessened as 
the bowels have not been paralyzed and 
do not distend with gas as they do under 
inhalation anaesthesia. 


If anyone is to use spinal anaesihesia, 
he should thoroughly familiarize himself 
with the technique, as with a proper tech- 
nique there is practically no danger and 
the anaethesia is the most satisfactory and 
pleasant, both to the patient and to the 
surgeon. 


Our technique is as follows: 


No special preparation before opera- 
tion. One-half hour before operation, adult 
patients receive 1-4 gr. morphine, 1-150 
gr. atropin, hyperdermically. When the pa- 
tients are brought to the operating table, 
they are placed on side, and back flexed 
if possible, as it is much easier to make 
a spinal tap with the spine flexed. The 
back is cleansed with alcohol, then wiped 
with alcoholic solution of picric acid. 


We give all our spinal anaesthetics the 
same place, whether we want low or high 
anaesthesia. That is in the interspace be- 
tween the second and third lumbar ver- 
tebra. 

We use one c.c. of a water solution of 
novocaine 1% and ephedrin 5%. This is 
placed in a syringe and fine needle at- 
tached. An anaesthetized wheal is made 
on the skin at the point between the sec- 
ond and third lumbar spines. Then the 
needle is changed to a 20 gauge needle 11% 
inches long and the deeper tissues are an- 
aesthetized down to the ligamentum sub- 
flavum. An 18 gauge, 3 inch needle with 
obturator is put into the subarachnoid 
space, obturator withdrawn and 4 cc of 
spinal fluid allowed to flow into the am- 
poule, containing 150 mg of novocaine. 
Obturator is placed in the needle and the 
solution in the ampoule agitated to dis- 
solve the novocaine. This is then drawn 
up into a syringe and the obturator re- 
moved from the spinal needle and solution 
reinjected into subarachnoid space. Be 
sure that the needle is still in the sub- 
arachnoid space before injecting, or your 
anaesthesia will not be satisfactory. 


The needle is withdrawn with syringe 
in place so there will be no loss of fluid. 
The puncture is covered with sterile gauze 


and the patient placed in position for op- 
eration, but always with the head lower 
than the body. The body should be at an 
incline of 10 degrees at least, and the 
head should be kept lower than the body 
for at least two hours after the anesthetic 
is given. 

If this is carried out and the body main- 
tained always at an incline with head 
down, one need not fear any danger from 
the anaesthesia. The drop in blood pres- 
sure can be ignored as there will always 
be enough blood carried to the heart by 
gravity to supply the brain. To use stimu- 
lants of any kind to raise the blood pres- 
sure is worse than useless, as the drop in 
the blood pressure is due to a block of the 
splanchnic nerve and the constrictor mus- 
cles of the vessels cannot receive impulses. 


Spinal anaesthesia has many advantages 
over inhalation anaesthetic. Being a block 
anaesthesia, it eliminates shock. Relaxa- 
tion is better with spinal anaesthesia than 
with ether. In reducing fractures, it is the 
ideal anaesthetic as relaxation is perfect, 
allowing easier reduction and there is no 
unconscious movements to displace the 
bone, as the patient comes out of the an- 
aesthetic. 


As the bowels are contracted under 
spinal anaesthesia, it materially helps in 
exploration of the abdominal cavity and 
makes many operations easier to perform. 
In doing a cholecystectomy under ether 
anaesthesia, a considerable part of the op- 
erative time is spent in packing off the 
viscera to expose the field of operation 
and waiting for complete anaesthesia to 
allow exposure. With the spinal anaesthe- 
sia, relaxation is perfect. All the packing 
required, is just enough to protect the vis- 
cera from injury, from trauma, or soiling, 
and no time lost waiting for anaesthetic 
to be pushed to the required extent for re- 
laxation. It is the ideal anaesthetic for the 
patient with impaired heart. Closure of 
the abdomen is easier under spinal anaes- 
thesia as the viscera do not try to protrude 
thru the incision. The surgeons’ mind is 
freer to act as he has no anaesthetic to 
watch. 


Postoperative care is simplified. The 
patient more comfortable, less nausea and 
vomiting. We never have seen dilation of 
the stomach after this anaesthesia. Less 
distension, fewer patients have to be cathe- 
terized. Cough, which not infrequently is 
distressing after ether anaesthesia, is ab- 
sent. 
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Remember, always to keep the patient in 
“Trendelenburg” position and you may 
dismiss from your thoughts the anaesthe- 
tic and proceed with operation. We feel 
that spinal anaesthesia is safer than ether. 
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DISCUSSION: A. L. Blesh, Oklahoma City. 

The possibility of spinal analgesia was 
first visioned by Corning, who published 
his experimental work in 1888. 

Quincke approached the subject three 
years later by the route of lumbar punc- 
ture. 

It was Bier however, who, in 1899 es- 
tablished the surgical application of spinal 
analgesia. 

From this date up to the present time 
spinal analgesia has had to run the gamut 
of desperate cases in which the surgeon 
believed inhalation anesthetics too danger- 
ous to use. All new anesthetics have had 
to fight up thru this to an established 
place. As one of the early routine users 
of gas anesthesia, | have vivid memories 
of this experience. 


I confess that I cannot understand the 
kind of reasoning that will lead one to 
conclude that the anesthetic which is saf- 
est to use in the bad risk is unsafe in the 
good risk. Table deaths whether anesthetic 
or not, are bound to be more frequent un- 
der these conditions. But table deaths do 
not comprise the total anesthetic deaths 
nor are all table deaths anesthetic deaths. 
As to anesthetic deaths, ether has always 
had a good alibi in that administration 
deaths as statistics go, are the fewest and 
in the administration is the nearest fool- 
proof but how about remote fatalities 
resting on the lungs and kidneys? 


It has been shown that many of the 
unpleasant features can be eliminated by 
a careful technique, the use of a fine needle 
and strick asepsis. 

As to the danger, I think it has been 
demonstrated that death need not be fear- 
ed from respiratory paralysis but rather 
from acute cerebral anemia due to the 
pooling of the blood in the splanchnic area. 
This is easily obviated by gravity alone. 
This also is responsible for the low blood 
pressure. 


That novocaine has a selective action 
and is early “fixed” by the sensory tracts 


and has no effect on motor areas seems 
also well established. | think Dr. Liver- 
more’s experiment demonstrates this fact. 

As far back as 1900 Tait and Caglieri 
proved in three cases that analgesia of 
the head and face could be safely induced. 
The question is still being agitated. It has 
also been demonstrated that analgesia of 
the higher brain centers is not dangerous 
to life but merely induces peaceful, natural 
sleep. 

Mortality statistics are notoriously un- 
reliable. While Chiene reported in 12,000 
cases, one death in 570, he comments that 
cocaine was the drug used and also that 
very few could be attributed solely or even 
partially to the anesthetic. Jonnesco re- 
ported 1,386 cases without mortality. In 
thinking of statistics it is well to remem- 
ber that many case reports begin with the 
statement “The patients’ condition con- 
traindicated yeneral inhalation anesthe- 
sia.” 

Personally, | feel that spinal anesthesia 
induced by novocaine has come to stay 
and wi!l make a place for itself. | do not 
think it will replace inhalation anesthe- 
sia. 

I do not believe we have an universal 
anesthetic and that the anesthetic should 
be fitted to the patient and not the pa- 
tient to the anesthetic. 


In closing, it is my desire to commend 
the paper and my only criticism is to warn 
against over-enthusiasm. 


—_——_—_ ——-()- — —— ——__— —__—_ 
AMYTAL AS AN ANESTHETIC* 


W. G. MaAppox, M.D. 
DALLAS, TEXAS 


At present there is much being written 
about sodium amytal intravenously as an 
anesthetic. It has been used both in sur- 
gery and obstetrics and no doubt most of 
the surgeons and obstetricians present 
have used it within the past year. I have 
used a great deal of the sodium amytal 
in obstetrics but since my original work 
has been with amytal tablets I shall con- 
fine this paper to the use of the latter only. 


Less than a year ago we had a patient 
admitted to the hospital who had taken 
twenty-five tablets with suicidal intent. 
We knew of no specific antidote to admin- 
ister so we treated him symptomatically 


Medical 
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for about forty-five hours at which time 
he awakened feeling fine, and entirely out 
of the notion of bringing life to an end. 
I then began some work on dogs, giving 
them as much as a grain per pound body 
weight. The dog would sleep from forty 
to fifty hours and awaken in good condi- 
tion but very hungry and thirsty. I then 
gave him food and water for a few hours 
and then some more amytal tablets. This 
process would be repeated several times 
until the dog had been under the influence 
of the drug for about two weeks. While 
these dogs lost considerable weight there 
were no complications and no gastro-in- 
testinal or genito-urinary disturbances. 


For the past six months | have been us- 
ing the amytal tablets in our out-patient 
obstetrical work. To present we have used 
it in about 150 cases with no untoward 
symptoms either in the mother or the 
baby. The time and method of adminis- 
tration varies greatly with the individual. 
It takes about three hours when adminis- 
tered orally to have its maxium effect. 
Therefore we try to give the drug early 
enough so that the entire amount admin- 
istered will have been completed at least 
four hours before the end of labor. This 
of course is usually easy enough to do in 
primipara, but frequently not so easy in 
multipara. At present in primipara our 
technique is as follows: We watch the pa- 
tient for contractions, making sure that 
she is having labor pains. If she is appar- 
ently suffering some pain from the con- 
tractions we give ten grains of chloretone. 
She is then examined and if found to have 
some effacement of the cervix and a be- 
ginning dilitation we give six tablets. By 
the end of one hour she has begun to be- 
come sleepy, and at this time is given four 
to six more tablets, provided she has made 
some progress during the previous hour. 
If there has been no progress during the 
first hour we withhold the second dose 
until there has been some progress. The 
reason for not giving the second dose is 
not that we feel that it retards labor but 
to keep the maximum anesthetic effect 
until nearer the second stage of labor. In 
many cases where labor is longer than us- 
ual we give as many as sixteen or eighteen 
tablets. After the patient is well under the 
influence of the drug she will sleep very 
soundly between contractions but is usual- 
ly restless during contractions. Often they 
will talk at ramdom during the contrac- 
tion and will try to get up and walk. To 


overcome this restlessness we give the 
chloretone early and then as a further aid 
we give morphine gr. 1-6 every three to 
four hours which is of great help. 

In multipara we carry out the same pro- 
cedure except we give the entire amount 
of the drug at the initial dose. If she 
gives a history of short labors and from 
examination we feel that she is going to 
deliver within one to two hours we give the 
sodium amytal intravenously. 

During the second stage of labor we give 
either nitrous oxide or chloroform. It takes 
a very small amount of either of these an- 
esthetics to produce complete relaxation. 
While we have collected no statistics to 
prove this fact we feel that our number 
of perineal lacerations have been reduced 
since we have been using this form of an- 
algesia. This is probably accounted for by 
the fact that we get such a perfect relaxa- 
tion, during the second stage of labor. 

Following the delivery of the baby the 
average patient will sleep from three to 
ten hours. There is no restlessness at this 
time and in multipara we have had the 
good fortune of doing away with after- 
pains. The patient awakens rather sudden- 
ly at times, then again it takes one to two 
hours for her to regain complete conscious- 
ness after she first begins to notice things. 
Very often they are much surprised when 
they are told that the birth of the child 
has taken place some hours ago. 

Due to the fact that the blood pressure 
is lowered from thirty to forty m.m. sys- 
tolic we feel that amytal should not be 
given to patients having low blood pres- 
sure. On the other hand for those with 
high blood pressure it is almost ideal. We 
have been able to reduce the blood pressure 
in some of our pre-eclamptics as much as 
sixty m.m. In eclampsia we have been able 
to control the convulsions almost immed- 
iately by the intravenous use of sodium 
amytal. In the pre-eclamptics we fre- 
quently give the amytal tablets over a 
period of several days and so far not one 
of them have ever gone into convulsions. 

As premedication in surgery, several of 
the men on the staff are giving six tablets 
three hours before operation. The patient 
goes to the operating room without any 
apprehension and fear of anesthetic. Only 
about half as much gas is required to 
maintain complete relaxation as when no 
amytal is given and the postoperative 
medication is reduced many times. 
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CONCLUSIONS 


1. So far as we know the lethal dose of 
amytal is many times greater than 
the dose required to produce anal- 
gesia. 

There has been no evidence of harm 
to the mother. 

3. There has been no evidence of harm 

to the baby. 


to 


4. Labor is not delayed. 

5. Labor may be rendered practically 
painless. 

6. After-pains are eliminated almost 
completely. 


og 


Complete control of convulsions is 

possible with amytal. 

8. Operative procedures are more easily 
carried out and less anesthetic is re- 
quired with amytal premedication. 

9. The most serious objection to amytal 
is that the patient is more or less 
restless during contractions. 

6223 Reiger Ave 
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ANESTHESIA FROM A SURGICAL 
VIEWPOINT 





F. L. CARSON, M.D. 
J. E. HUGHES, M.D. 
SHAWNEE 
The ideal anesthetic has not yet been de- 
veloped. To meet with this ideal, the agent 
should fulfill the following requirements: 





First: Absolute safety. 

Second: Complete relaxation. 

Third: Freedom from obnoxious odor 
and taste. 

Fourth: No bad “after effects.” 

Fifth: Oblivion. 

However, if we consider that the very 
word anesthesia, was coined only some- 
thing less than a century ago, we can real- 
ize that real progress has been made. It 
is a long cry from opium, alcohol and 
hemlock seventy-five vears ago, to the 
modern method of alleviation of the suf- 
fering incident to operation. 


The multiplicity of agents that are at 
present available to the surgeon should be 
carefully studied, and the choice made of 
the drug which is applicable to the par- 
ticular patient about to undergo the oper- 
ation. 


Ether, of course, is still the main-stay 
in the majority of cases for the average 


patient. It’s safety in capable hands has 
much to commend it, but it’s obnoxious 
features are so many that if possible it 
will be avoided in selected cases. 

The unpleasant effect incident to it’s 
administration are not so soon forgotten, 
once having taken, and the nausea and 
vomiting following, are always a source 
of worry, particularly to the abdominal 
surgeon. Few operators have had the good 
fortune to escape the catastrophe of hav- 
ing a patient eviscerated following an op- 
eration, which has been attended with vi- 
olent retching. 

Notwithstanding the many untoward 
effects of ether, the fact that it is daily 
administered many thousand times, under 
all sorts of conditions, makes us realize 
that it’s successor is going to have a record 
to excel, that is enviable. 

Chloroform, the introduction of which 
soon followed that of ether, has been large- 
ly discarded in the United States. While 
it possesses many features that are su- 
perior to ether, namely it’s more pleasant 
odor, and it’s lessened bulk, the dangers 
of circulatory failure and this without 
warning, have largely discredited this 
drug. 

Nitrous oxide, which for so long was 
used largely by dentists, until it’s combi- 
nations were elaborated, has much in it’s 
favor. It’s rapidity of action, not unpleas- 
ant odor, and freedom from after effects, 
are admirable. It’s disadvantages are the 
lack of muscular relaxation, which are so 
great an impediment in a difficult abdom- 
inal case. 

Local anesthesia has a wide and increas- 
ing field of application. Since the intro- 
duction of the synthetic drugs which is 
represented by procain, and the abandon- 
ment of the more toxic and less stable 
cocain, the number and extent of surgical 
operations has been increased many times. 
However, the drawbacks to this form of 
analgesia are so many and varied, that 
they need hardly be mentioned. When one 
hears that particular surgeon in a certain 
locality is doing all his major operations 
under local, one feels that this surgeon is 
working for a record, and not to the best 
interest of his patients. 

Hernioplasty is the main surgical pro- 
cedure which represents the type best fit- 
ted for local analgesia. Many other pro- 
cedures may be painlessly performed with- 
out inducing general insensibility. 
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Local analgesia is particularly contra- 
indicated in deep abdominal work, and es- 
pecially in the very nervous patient. 

Doubtless most surgeons have perform- 
ed an easy operation for the radical cure 
of a hernia, only to have the patient do 
badly, and to take weeks to recover from 
the psychic shock. Even when the opera- 
tion is entirely painless, these nervous in- 
dividuals know the operation is being 
done, and the rattle of the instruments, 
and the snip of the scissors act deleterious- 
ly and delay convalescence. 

Spinal analgesia has much to commend 
it, and the technique should be thoroughly 
mastered by everyone. Whether or not the 
Pitkin method is going to reduce the many 
objections to this type remains to be seen. 
In our hands it seems to be a step in the 
right direction. 

The profound drop in blood pressure 
together with the occasinal severe head- 
ache following, should make us reserve 
this type to those cases in which other 
agents are contradicted. 

Lastly, we are forced to call attention to 
Sodium Amytal (sodium-iso-amyl-ethyl- 
barbiturate). This drug introduced com- 
paratively recently, has in our hands and 
in a limited number of cases been a great 
addition to our armamentarium. This 
drug, a white crystalline powder, comes in 
sealed ampules, with an appropriate 
amount of distilled water in another am- 
pule. This is to be dissolved immediately 
before using. 

The technique we use is as follows: 

About four hours before the time set 
for the operation, ten grains of chloretone 
are given: one-half hour before operation, 
morphine one-sixth to one-fourth grain is 
given by hypodermic, and then the patient, 
if not too apprehensive, is taken to the 
operating room, and the blood pressure 
taken. If very nervous, the drug is admin- 
istered in the patient’s room. The drug, 
which has previously been properly pre- 
pared, is given intravenously in one of the 
veins of the arm; it is given slowly, 1 cc 
per minute of a 10% solution. The maxi- 
mum dose should be not more than twenty 
mg per kilo. Sleep is usually induced at 
the end of three minutes, and is accom- 
panied by snoring, and is induced without 
struggling or movement of any kind. 


We try to use the drug merely as an ad- 
junct to nitrious oxide, but in some cases 


although we have used the minimum of 
amytal, no gas was necessary. 


We believe that the unfavorable reports 
occasionally heard, are due to an attempt 
on the part of the anesthetist, to use the 
drug to the exclusion of gas. While we do 
not feel that sodium amytal is a panacea, 
we believe that in it we have a valuable 
agent, that we should become familar with 
its qualities, and it’s virtues, and use it as 
indicated. 

We have been particularly thankful to 
have it at our command in cases of in- 
testinal obstruction, where vomiting is 
frequently so troublesome and in goiter 
cases, especially the toxic type, who are 
notoriously unstable from a psychic stand- 
point. 


Until we are more familar with sodium 
amytal, it should be used cautiously and 
the effects carefully tabulated, so that in 
the course of time the combined experi- 
ence of many may be studied and a proper 
estimation made of the drug. 


There is a preliminary drop in blood 
pressure that at first we found alarming, 
but so far the systolic pressure has never 
fallen below 80 m.m. and soon rises and re- 
mains near normal. We have always had at 
hand ephedrin and sodium caffine ben- 
zoate, but have never felt it necessary to 
administer a single dose. 


The sleep induced, depending on the size 
of the dose, lasts from two to twelve hours, 
but is not profound. The patient can usual- 
ly be aroused sufficiently to take water, 
and help turn himself. By the time con- 
sciousness is freely established, the time of 
the greatest postoperative suffering will 
have passed, which alone is certainly an 
advantage. 


In only one of our cases has there been 
any postoperative delirium. The restless- 
ness occasionally seen can usually be con- 
trolled by the talk of a tactful nurse. 


With Avertin (Tribromethanol) we 
have had no experience, but the reports 
from some European Clinics, as well as 
some from the Eastern Hospitals in the 
United States, seem to be favorable. 


All this work leads us to belive that an- 
esthesia is about to undergo a revolution 
and it behooves the surgeon to keep 
abreast of the times, and choose those 
agents, which in his judgment offers the 
greatest safety and most comfort to his 
patients. 
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| EDITORIAL | 


OKLAHOMA CITY CLINICAL SOCI- 
ETY ANNUAL FALL CLINICS, NO- 
VEMBER 5, 6, 7, 1930. 











The Oklahoma City medical profession 
in keeping with its well known progres- 
siveness, is undertaking to put on its an- 
nual fall clinic on the dates above indi- 
cated. The sponsors for this meeting, from 
the medical profession of Oklahoma City, 
are outstanding men and of the highest 
ability. The work has been subdivided in 
such a way that all activities will be under 
the direction of committees, members of 
which will have the highest personal in- 


i 
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terest in the success of the meeting. The 
following distinguished guests are only a 
part of the array of talent to be offered 
to those attending the meeting: 


Doctors Francis M. Pottenger, Monro- 
via, Calif., Irving W. Potter, Buffalo, N. 
Y., Ernest Sachs, St. Louis, Mo., Melvin 
S. Henderson, Mayo Clinic, Isaac A. Abt, 


Chicago, Arthur E. Hertzler, Halstead, 
Kansas. 
Those desiring to attend this clinic 


should make hotel reservations early and 
should communicate with Dr. Phillip M. 
McNeil, care of the Chamber of Com- 
merce, Oklahoma City, Oklahoma. 


The following hospitals will be available 
for the various clinics offered: University 
Hospital, School of Medicine Building, 
Crippled Children’s Hospital, Oklahoma 
City General Hospital, McBride Recon- 
struction Hospital, St. Anthony’s Hospital, 
Wesley Hospital, Polyclinic Hospital and 
the Capitol Hill Hospital Clinic. 


0 
FROM THE SUBLIME TO THE 
RIDICULOUS 





A trite old saying, “there is one step 
from the sublime to the ridiculous.” Late- 
ly we have had an even earful demonstrat- 
ing the fitness of this saying. Aside from 
the supreme effrontery of Brinkley, the 
Kansas “goat-gland expert,”” who probably 
is on the road to utter elimination; the 
public and the medical profession have a 
very just grievance against the State 
and national advertisers who constantly 
misuse the radio to advertise their wares. 

The sponsors of a certain well known 
brand of cigerattes is one of the prime 
offenders in this respect. The unwary lis- 
tener, as is usual in such matters, finds 
himself caught on a very simple hook. He 
listens to what seems to be a fairly sensi- 
ble talk upon the virtues of some of the 
public health and professional activities, 
only to hear the speaker wind up with a 
squawk, about like this: “‘We take pride in 
announcing that 29,999 physicians have 
testified to the great qualities of so and 
so baked cigarettes,” “not a cough in a 
carload,” etc. The intelligent listener then 
yanks the radio out of connection at once 
and feels like he has been stung, taking a 
line from little Benny’s notebook, and so 
he has been. 
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OTITIS MEDIA, AN UNSUSPECTED 
MENACE 





Despite the rather constant reminders 
of our friends the oto-laryngologists, 
acute otitis media remains a formidable 
menace to the well being and sometimes 
life of our patients, especially those in in- 
fancy and childhood. The so-called com- 
mon cold, produced by such a large num- 
ber of infections of varying intensity and 
affecting people with such varied powers 
of resistance certainly lays down too much 
morbidity and a certain percentage of the 
‘ases end in fatalities. 

The writer woull call attention especial- 
ly to the delay on the part of the general 
practitioner in suspecting the presence of 
an ear infection which can only be con- 
trolled by incision and drainage. Early 
incision and drainage lessens morbidity, 
theoretically it should lessen also the ex- 
tension of what is often a simple middle 
ear infection into menacing mastoiditis, 
meningitis, and other dangerous adjacent 
infections. The helplessness and age of 
many of these patients commonly prohib- 
its their making specific complaint, as an 
adult would do to possibly call attention 
to the seat of trouble, so the attendant 
must be keenly observant if what he 
thinks is simply a bad cold, a mild bron- 
cho-pneumonia, or some similar process, 
is not really a masked and too often severe 
ear infection. The cold, pneumonia, throat 
infection, as well as the ear infection hav- 
ing probably originated from what was 
first considered a simple cold. 

Probably the best plan is to always re- 
member the ears of the infant. At times, 
especially in Oklahoma, and perhaps in 
most other localities, ear infections seem 
almost epidemic. They certainly mount 
into the hundreds, after sudden changes 
of temperature, exposure to wetness and 
high winds, which fill the air with float- 
ing infections. As in most other tragic 
things of medicine, eternal vigilance on 
the part of the physician is the only thing 
which may avert disaster. 


OUR NEW PICTURE FILMS 


The State Medical Association, at the 
Shawnee meeting, authorized the pur- 
chase of several films depicting some 
rather common problems often met by the 
physician. These films are in the possess- 
ion of the Extension Division of the Uni- 
versity of Oklahoma at Norman. They are 
sent out under a certain reasonable ar- 








rangement to county societies at little or 
no cost, the only provison being that coun- 
ty societies have a proper place and proper 
qualified operator on hand to run the 
films through the machine. The films are 
on: 

1. Benign Prostatic Hypertrophy—1 
reel. By Dr. J. Bentley Squier, Professor 
of Urology, College of Physicians and Sur- 
geons, Columbia University. It shows the 
normal anatomy and physiology and de- 
velopment of prostatic hypertrophy and 
pathology. 

2. Acute Appendicitis—2 reels. By Dr. 
Edwin Martin, Philadelphia. This film 
thoroughly covers diagnosis, operation 
and postoperative treatment. It shows an- 
atomy including the variations from nor- 
mal most frequently encountered. The 
pathological aspect of inflammation of the 
appendix from its onset to perforation, 
with localized and general peritonitis. The 
films emphasize the signs, symptoms and 
diagnosis of the disease. 

3. Treatment of a Breech Presentation 
—2 reels. By Dr. Joseph B. DeLee, Chica- 
go. This film was produced at the Chica- 
go Lying-in Hospital under Dr. DeLee’s 
supervision. It begins with a diagnosis of 
the position and follows the process of la- 
bor through the various stages. All the 
steps of Pinard’s Maneuver are clearly 
shown with clear explanatory manikin 
demonstrations as actually performed. 
The important steps in the repair of the 
episiotomy are shown as well as animated 
drawings where necessary. The whole pro- 
cess of this difficult subject is shown in 
detail. 

It should be a matter of pride for Okla- 
homa physicians to know that ours is the 
first medical association to acquire its 
own films for the use of county societies. 
We are also to be congratulated on having 
a University with a department, whose 
cooperation places such material before 
the physicians at little or no cost. 


ray 


ATTENTION 








On page ten of the advertising section 
of this issue of the Journal, appears an 
announcement of the Fall Clinics to be 
conducted by the Oklahoma City Clinical 
Society, November 5, 6 and 7th. The Clin- 
ics will be held at the Huckins Hotel in- 
stead of the Skirvin, as announced in the 
advertisement. Notice of this change was 
not received in time to be made in the 
above announcement. 



































JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





| Editorial Notes —- Personal and General 





DR. J. O. GLENN, Chandler, is reported recov- 
ering from a broken leg. 


DR. AND MRS. W. J. RISEN, Hooker, have 
returned after spending several months in Ken- 
tucky. 

DR. R. Q. ATCHLEY, Tulsa, has just returned 
from Europe where he took Post Graduate work 
in London, Vienna and Berne, Switzerland. 





DR. HENRY H. TURNER, Oklahoma City, is 
spending three months in Vienna and London, re- 
turning to the United States about December 
first. 





GARVIN COUNTY Medical Society held its 
regular monthly meeting September 17th, at the 
office of Dr. W. P. Greening, Pauls Valley. A 
paper read by Dr. D. H. Cobb, Oklahoma City, 
was followed by a round table discussion. 


JEFFERSON COUNTY Medical Society held 
their first fall meeting October 6th at Waurika. 
The meeting was held in connecticn with a free 
skin clinic conducted by Dr. D. C. Bondurant, 
Oklahoma City. Dr. Bondurant was accompanied 
by Dr. L. C. McHenry also of Oklahoma City. 


SOUTHERN OKLAHOMA Medical Association 
held their 8th quarterly session at the Central 
Oklahoma State Hospital, at Norman, Tuesday 
the 9th. The attendance was, approximately, 110. 
The following program was rendered by the Hos- 
pital staff and some of the Norman doctors: Ad- 
dress of Welcome, Dr. A. W. Wickham, Norman; 
Response, Dr. D. Long, Duncan; Clinic on De- 
mentia Precox, Drs. J. J. Gable, Norman and J. 
L. Day, Norman; Coronary Thrombosis, Dr. B. 
H. Cooley, Norman; Socalled Jake Paralysis, with 
Clinic, Dr. A. L. Turley, Norman; Organic Brain 
Conditions, with Lantern Slides, Drs. Carl Steen, 
Norman and Chas. Brake, Normgn. 
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TUBERCULOSIS 
Edited By 


L. J. Moorman, M.D. and Floyd Moorman, M.D 
912 Medical Arts Bldg., Oklahoma City 








The Treatment of Laryngeal Tuberculosis With 
Trichloracetic Acid. By Benjamin Katz, M.D. 
American Review of Tuberculosis, May, 1930. 


The author noticed an exact way of introduc- 
tion of the trichioracetic acid crystals into the 
larynx and has worked out what he has found 
to be a safe method of application. The instru- 
ment constructed consists of a shallow spoon- 
shaped container with a sliding cover, which can 
be opened or closed. The whole tip of the instru- 
ment is movable within a sleeve, permitting con- 
tact of the tip with any spot of the larynx. One 
or two crystals are introduced into the container 
and locked there. The larynx is anaesthetized 
with 10% solution of cocaine and the closed in- 
strument introduced into the larynx to the af- 
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fected part and the container opened, allowing 
the acid to cover the affected area. Then the 
container is closed and withdrawn. By this tech- 
nique the healthy tissues is spared from being 
burned by the acid. The patient can attend to 
his business, the treatments being repeated every 
fourth or fifth day. 


Dysphagia and oedematous swelling resulting 
from tuberculous ulceration can be stopped in a 
few treatments. 


The Treatment of Intestinal Tuberculosis With 
Codliver Oil and Tomato Juice. M. McConkey, 
M.D. American Review of Tuberculosis, Mav 
1930. 


The author repo:ts the results in treatment of 
50 cases of intestinal tuberculosis with ccdliver 
oil and tomato juice during the last three years 
at the New York State Hospital. The diagnosis of 
intestinal tuberculosis was determined by posi- 
tive radiographic findings in the gastrointestinal 
studies with the barium meal; tuberculous ulcera- 
tion was diagnosed;—“general hypermotility with 
complete or nea.ly complete emptying of the colon 
in twenty-four hours; failure of the cecum or as- 
cending colon and hepatic flexure to retain the 
barium; or presence of spasms or filling defect of 
this portion of the colon. 


The authecr discusses this condition of intesti- 
nal tuberculosis as being dependent on the calci- 
um metabolism. Thus, relief of intestinal symp- 
toms is often almost immediate when calcium 
chloride is given intravenously, and the same re- 
lief occurs in a few days or weeks under ultravio- 
let radiation, or when the patient is being given 
codliver oil with orange or tomato juice. 


The method of administration is simple and few 
patients object seriously to the remedy. Three 
ounces of tomato juice are placed in a glass about 
half the size of an ordinary tumbler. On the sur- 
face is floated one-half ounce (a large table- 
spoonful) of codliver oil. The whole is served ice 
cold immediately after meals. The patient should 
be told that slight gaseous eructations savoring 
of codliver oil may be experienced for the first 
week or so of treatment, but that they will not 
be noticeable afterward. 

It is without contraindications; is as effective 
as artificial heliotherapy; it is useful in the after- 
care of radiated patients who would otherwise 
be unable to continue treatment at home. 
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ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D 
717 North Robinson Street, Oklahoma City. 





Metatarsals and Their Injury., Alfred J. Buka, 
M.D. Pittsburg, Pa. The American Journal of 
Surgery, Volume IX, July, 1930, page 135. 


The author considers this region as one of the 
most frequently injured. Fractures of the meta- 
tarsals go untreated more often than any other 
bones with the possible exception of the digitis. 
Fracture-tears or fracture-sprains are a common 
type of trauma to the foot architecture and their 
seriousness is not sufficiently evaluated. Relax- 
ation of muscles and ligaments often result from 
untreated fractures of the metatarsals. 
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Fractures of the metatarsals occur from direct 
or indirect force. The fifth is the most susceptible 
and most frequent metatarsal to fracture. [t us- 
ually results from indirect force. The others are 
subject to direct force in crushing blows, etc. 


The patient usually gives a definite history of 
an injury. The foot is very painful and there is 
swelling, with the pain radiating upward into the 
muscles of the lower leg and forward into the one 
or several toes. There is distinct point-tenderness 
over the fracture site. Crepitus may or may nct 
be present. The X-ray should be used in all cases. 


In simple fractures, approximate the ends of 
the fragments and immobilize immediately from 
the toes to above malleoli. Never remove the cast 
before three weeks and then do not allow full 
weight bearing for one week following same. 


In compound fractures, if of comminuted and 
displaced variety, treat as an infected wound. 
Give the tissue every encouragement for regen- 
eration and assist with antiseptic treatment. 
Never amputate or remove fragments unless it is 
hopeless to save the part, as this can usually be 
done at a later date. After the compound frac- 
ture wound has been rendered clean, the injury 
merits the ordinary treatment for simple frac- 
ture. Do not try to reduce a compound fracture 
until the complications of infection have been 
safely overcome. 


“A deformed foot is better than no foot end 
reconstiuction work affords the opportunity to- 
ward making an unsatisfactory initial piece of 
conservative surgery more satisfactory.” 


Vaccine Therapy and Serological Diagnosis in The 
Arthritides. Reginald Burbank, M.D., New York 
City, Journal of Bone and Joint Surgery, July 
1926, Volume 3, page 657. 


The author takes up an extensive history of 
the different arthritic conditions and their rela- 
tion to co-existing focal infections. The oldest 
evidence of this was Kramberger’s description of 
typical changes of arthritis deformans coupled 
with caries of the jaw in the prehistoric man of 
the Mousterian Period, approximately 100,000 
years ago. 


In 1265, Bartholomaeus Anglicus, in describ- 
ing arthritis and gout, said that arthritis is a 
disease of the blood and must be treated gener- 
ally and not locally. Since the days of Pasteur, 
much work has been done upon vaccines therapy 
and the treatment of arthritis. The use of auto- 
genous and stock vaccines proved disappointing. 
Non-specific therapy in the foreign proteins was 
found to be more successful in some cases than 
the above mentioned. However, in these treat- 
ments, only about 30% improved. To overcome 
this poor result, special work was done by the 
author, from which was derived his present treat- 
ment. 


The first step in examination of the patient’s 
blood is to determine its complementary value. 
For complement determination, he employs anti- 
sheep cell, hemolytic value of human serum, as 
broadly this value is an index to the bacterio- 
cidal complementary values. The complementary 
determination is not only of value in treatment, 
but also in prognosis. He finds three general 
classes serologically, (a) Arthritis reacting to 
hemolytic streptococcus which is the peri-articu- 
lar type. (b) Arthritis reacting to streptococcus 


viridana and belonging to the osteo arthritic or 
productive forms. In addition to the vaccine pre- 
pared from the foci of infection, attention must 
be paid to general hygiene, patient’s resistance, 
elimination, exercise and massage. 

Every patient coming for examination goés 
through a routine search for foci. Careful urine 
analysis is done and culture is made of the stool. 
Autogenous vaccine, when pathological organism 
aie found, are given. 





Early Treatment of Congenital Dislocation of 
The Hip. Prof. Vittorio Putti, Bologna, Italy, 
The Journal of Bone and Joint Surgery, Vol. 
XI No. 4, October, 1929, page 798. 

Dr. Putti contends that there is no reason tech- 
nical or practical which forbids the treatment of 
congenital dislocation of the hip before two years 
of age. This age, that is two years, is and has 
been accepted by most surgeons as the earliest 
age that treatment is advisable. The reason for 
this is: 

1. Difficulty in diagnosing the case before the 
child begins to have the characteristic limp. 

2. After two years of age the joint is mechan- 
ically more favorable for reduction. 

3. It is technically difficult to keep immobiliz- 
ed for many months an infant who has not gained 
the control of his bodily functions. 

By careful examination and by use of the X- 
ray, he states that the condition can be recog- 
nized. He has overcome the third difficulty by 
use of a special cushion, which can be removed 
and reapplied each day. This treatment when 
started early, in most cases, does away with the 
necessity for an operation. He shows X-rays of 
twenty-four patients which have been successfully 
t.eated. The treatment beginning before the age 
of two years. One having begun in twenty-four 
hours after birth. 

The greatest aid to the physician is in train- 
ing the parents to be observing of their children 
and to bring them in at an early age for medical 
examination. 





DERMATOLOGY, X-RAY AND 
RADIUM THERAPY 


Edited by C. P. Bondurant, M.D. 
413 Medical Arts Buliding, Oklahoma City 





The X-Ray Treatment of Wounds, Leopold Fre- 
und, Brit. M. J. 2:449 (Sept. 7) 1929. 


The author believes that the beneficia] effects 
of X-rays on fresh and open wounds is not given 
due appreciation. The patients who have shown a 
tendency to keloid formation were given small 
doses of X-ray, instead of stitching or covering 
the wounds with skin grafts. And good results 
were always obtained. The rays were used for 
their destroying influence on the perivascular 
round cells and spindle cells which play a part of 
the formation of keloid tissue. The results were 
also excellent in the treatment of circumscribed 
patches of lupus vulgaris, epitheliomas and pig- 
mented nevi. The cosmetic results were so sat- 
isfactory that the courses of treatment were 
shortened. This method is not suitable for ‘cases 
in which the lesion is extensive. Six or seven 
treatments of unfiltered X-ray in a dose just 
above the epilation dose, were used. 
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Dyskeratosis Follicularis Vegetans (Dariers’ Dis- 
ease). Fernandez Monserrat and Vazquez, Rev. 
med. Lat. Am. 14:869 (May) 1929. 

A thorough study of a case presenting this con- 
dition was made by the author, which seems to 
be the second reported in Argentina. The patient, 
a young man and a laborer, whose family and 
personal history had no important data in con- 
nection with his skin disease, was admitted to 
the hospital two years subsequent to the initial 
skin disease. It was in the form of small, acum- 
inate papules which appeared in the neck, chest 
and axillary folds, and which later coalesced to 
form large plaques of verrucous appearance, es- 
pecially in the axiliae, popliteal spaces, and the 
neck. The rest of the skin was gradually affected 
until the dermatosis was universal. Many round 
bodies were demonstrable from the diagnosis of 
sections which were verified. In this case there 
were stigmas of syphilis, and the Wassermann 
test was strongly positive. The authors believe 
that Darier’s disease may be due to syphilis. 
Calcium Metabolism in Scleroderma. G. Sanni- 

candro, Arch. ital di dermat. et sifil 4:427 

(June) 1929. 

The author states that three patients who were 
suffering from scleroderma and sclerodactilia pre- 
sented an increased calcium content of the blood 
and tissues. The author made investigations to 
determine the explanation of the increased cal- 
cium content, but failed to make any connection 
between calcium increase and scleroderma. A 
marked improvement resulted in large intraven- 
ous injections of hypertonic salt solution with an 
increased perspiration and softening of the in- 
durated tissues. This improvement may have been 
due to the retention of water in the connective 
tissue and to increased elimination of sodium 
chloride through the sudoriparous glands. Sev- 
eral extracts of glands of internal secretion fail- 
ed to produce any improvement when they were 
administered. One case given antisyphilitic treat- 
ment was also without result. 

Pemphigus Vegetans, R. Ghigi, Arch, ital. di der- 
mat. e sifil. 4:397, (June) 1929. 

The author reports a case of this disease in an 
Italian woman, aged 45. The condition started 
with intense generalized pruritus and gradually 
developed typical lesions of pemphigus vegetans 
in the mouth, axillae, groin and abdomen. The 
patient improved and relapsed intermittently until 
she finally died in cachexia, about six months 
after her admission to the hospital. The author 
comments on some unusual characteristics of the 
case reported, such as the beginning after deep 
mora! shock, the intense pruritus before the ap- 
pearance of the cutanecus lesions and the begin- 
ning of the bullae in the mouth and vulva. 


Treatment of General Paresis with Malaria. A. 
Vallejo Nagera, Progr. Clin. 37:250 (April) 
1929, 

The author who had charge of a military hos- 
pital of the Spanish army reports the results ob- 
tained by him during four years of experience 
with malaria ther rapy in the treatment of general 
paresis. A total of 170 cases were treated, in 
which he observed a complete remission of sev- 
enteen, a partial remission in sixteen, and a great 
improvement in eighteen, leading to life with their 
family. No benefit was obtained in seventy-two 


cases, and in fourteen cases death ensued during 

treatment, but not as a direct result of it. The 

result of the treatment in thirty-five cases is not 
stated. 

Ferrile Body Temperatures as Adjunct Treat- 
ment in Wassermann-Fast Syphilitic Patients 
L. D. Cody and F. H. Ewerhardt, Am. J. Syph 
13:313 (July) 1929. 

No consistent evidence that hot baths are use 
ful in Wassermann-Fast patients was the result 
of an investigation made by Cady and Ewer- 
hardt. Their data suggests that the serologic re- 
actions are rendered more labile during relatively 
short periods of thermotherapy, but do not prove 
it. The improvement in the patient’s sense of well 
being and the apparent serologic responses in 4 
few have, nevertheless caused the authors to con- 
tinue their observations on thermotheraphy in 
Wassermann patients. 


Syphilitic Headaches. J. Kopecky, Am. J. Syph. 

13:332 (July) 1929. 

Kopecky says that of 4,300 new medical pa- 
tients, 882 had syphilis; 632 of these complained 
of pain, which he regarded as being of syphilitic 
origin. Headache was the chief complaint of 131, 
which seemed to be toxic and functional in ori- 
gin. Evidence of structural changes was present 
in only a small number. He suggests that all 
patients with obscure persistent headaches should 
have the benefit of a painstaking examination 
for syphilis. 


Previous Treatments of Patients Who Have De- 
veloped Neurosyphilis F. E. Weatherby, Am. J. 
Syph. 13:339 (July) 1929. 

The author has found that no evidence of treat- 
ment with arsphenamine in the early stages of 
syphilis predisposes to the development of pare- 
sis. He has studied 280 cases. He states that pare- 
sis usually develops in the undiagnosed, neglected 
and inadequately treated patients. Patients with 
2n apparent late onset may have had early cere- 
brospina] involvement and this might have been 
discovered if they had been examined in early 
stages of their infection. The cases of tabes and 
of psychosis with cerebral syphilis did not show 
evidence of neglect so prominently as it does in 
paresis, but the majority had no previous treat- 
ment. Paresis and other forms of neurosyphilis 
can develop in spite of malaria at various inter- 
vals after syphilitic infection. 


$$ Q—$_$_____ 








BOOK REVIEWS 








The Treatment of Skin Disease (In Detail) 
From Principles and Piactice of Dermatology, 
Volume Three, By Noxon Toomey. M. D., B. A., 
F.A.C.P., Late Instructor in Dermatology, St. 
Louis, University, Major and Surgeon, 138th In- 
fantry. Mo. N. G., Dermatologist to the Terminal 
Railroad, Sometime Editor of the Urologic and 
Cutaneous Review. 512 pages, Price $2.50. The 
Lister Medical Press, St. Louis, 1930. 

This volume is subdivided into 45 chapters, 
these in turn divided into many necessary sub- 
divisions, which cover the complexities and di- 
versities of skin diseases in general. The work is 
unique in that it contains not a single illustra- 
tion and perhaps there is nothing remarkable 
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about this, when it is understood that its efforts 
are devoted to treatment and not to the illus- 
tration of skin diseases. 


The diagnosis, management and treatment of 
skin diseases, even to one who specializes in such 
work is a baffling matter, to the practitioner, 
it is more than baffling, and as a rule he prompt- 
ly refers such cases to the dermatologist, if there 
is one available. Otherwise the treatment be- 
comes largely a “hit or miss affair.” 

This work by Dr. Toomey is very thorough and 
covers the problems met by the practitioner who 
deigns to treat skin diseases. 


Disease Of Tne Skin. A Text Book for Practi- 
tioners and Students. By George Clinton Andrews, 
A.B., M.D., Associate Professor of Dermatology, 
College of Physicians and Surgeons, Columbia 
University; Consulting Dermatologist and Syphil- 
ologist to Tarrytown Hospital; to St. John’s Hos- 
pital, Yonkers; to Grassland’s Hospital; and to 
the Broad Street Hospital, New York City. 1091 
pages with 988 illustrations. Philadelphia and 
London: W. B. Saunders Company, 1930. Cloth, 
$12.00 net. 


It is the desire of the author in this work to 
bring his knowledge of skin diseases up to date. 
He is endeavoring to gather and to present in a 
lucid and intelligent manner, tried and conser- 
vative principles of dermatology with the most 
recent developments, and to evaluate them and to 
correlate them into one orderly system. He real- 
izes the difficulties and pitfalls met by those who 
face the problems of dermatology. This work has 
unusually fine illustrations and should prove a 
standard in the hands of the general practitioner, 
and a great addition to the library of the der- 
matologist. 

The Surgical Clinics of North America. (Issued 
serially, one number every month). Volume 10. 
No. 4. (Southern Number—August 1930) 268 
pages with 96 illustrations, Per clinic year (Feb- 
ruary 1930 to December 1930). Paper, $12.00; 
Cloth, $16.00. Philadelphia and London. 

The contents of this volume are composed of 
clinics by Doctors W. D. Haggard, C. Jeff Miller, 
Barney Brooks, Hubert A. Royster, Urban Maes, 
Stuart McGuire, Carrington Williams, W. Lown- 
des Peple, Willis C. Campbell, Alton Ochsner, I. 
M. Gage, J. M. Mason, ‘Irvin Abell, R. L. Payne, 
LeGrand Guerry, G. A. Hendon. 

The work is remarkebly rich in contributions 
upon the surgery of arteries and veins. Aside 
f:om a wide number of subjects of interest to 
surgeons, it is noted that the following were 
deemed fitting of attention: Thrombophlebitis; 
aneurysm of the axillary artery; aneurysm brach- 
ial artery with reconstructive endo-aneurysmor- 
rhaphy; aneurysm sciatic, simulating sarcoma and 
arteriovenus. ’ 

Among the interesting articles is one by Dr. 
Stuart McGuire, Richmond, Va., on “Medical vs. 
surgical Treatment of Duodenal Ulcer,” and one 
by Dr. G. A. Hendon, Louisville, on “Open Treat- 
ment of Fractures.” Certainly both of these con- 
tributions should be read by every physician. 


Burns, Types, Pathology and Management, By 
George T. Pack, B. S., M. D., Fellow of the Mem- 
orial Hospital, New York City; formerly Pro- 
fessor of Pathology and Lecturer in Minor Sur- 


gery, The School of Medicine, University of Ala- 
bama; One Time Instructor in Pharmacology and 
Toxicology, Yale School of Medicine; One Time 
Assistant in Physiology, Ohio State University; 
Member American Physiological Society; Ameri- 
can Association of Pathologists and Bacteriolo- 
gists, Etec., and A. Hobson Davis, B. S., M. D., 
Instructor in Pathology, University of Alabama. 
60 Illustrations. Cloth, $600. J. B. Lippincott 
Company, Philadelphia and London. 


The treatment of burns has become increasing- 
ly important within the last few years, especial- 
ly due to great activities in our steel mills, iron 
foundries, oil and gas works, and other great 
American enteyprizes. What formerly ended fa- 
tally is now often handled successfully by use of 
intelligent, modern means. No condition demands 
more correct treatment in the beginning than 
does a burn. This volume takes up the history 
of buins, classification, tissue changes, symptoms 
and diagnosis, complications, prognosos and the 
cause of death. It also considers, among other 
things, the immediate and systemic treatment and 
consideration of various types of treatment best 
fitted to the individual conditions found. The 
burns considered and those classified as regional 
burns in their treatment, by electricity, lighten- 
ing, Roentgen rays, radium, the sun, caustic chem- 
icals, the war gases, the medico-legal aspects of 
burns and sealds. Most of the work is devoted to 
skin graft and plastic surgery. 


Cancer of the Breast, By William Crawford 
White, M.D., F.A.C.S., Junior Surgeon to the 
Roosevelt Hospital, Consulting Surgeon to the 
New York Nursery and Child’s Hospital, Fellow 
New York Surgical Society. Embossed Cloth, il 
lustrated, 221 pages. Price $3.00. Harper & Bro- 
thers Publishers, New York, 1930. 


Harper’s medical monographs are always com- 
pact, time saving and to the point. This issue on 
one of the problems of the surgeon and physician, 
is not an exception. The monograph is composed 
of 16 chapters, dealing especially with anatomy, 
physiology, signs, diagnosis, classification, in- 
operability, roentgen, radium and surgica] ther- 
apy, types of various breast operations, etc. 


Uterine Tumors, By Charles C. Norris, M.D., 
Professor of Gynecology and Director of the De- 
partment, University of Pennsylvania etc., etc., 
Embossed Cloth, illustrated, 251 pages. Price 
$3.00. Harper and Brothers, Publishers, New 
York, 1930. 


This is another of Harper’s valuable medical 
monographs, composed of 6 chapters, dealing with 
one of the profession’s constant and most danger- 
our problems, for uterine growths are notoriously 
precancerous and often cancerous from their in- 
itiation or development. Neglect of such growth 
or ineffective palliative measures often merely 
postpone an evil day, when the matter is beyond 
contiol. The subjects are cervical polyps, car- 
cinoma and other malignant tumors of the ce1- 
vix, carcinoma of the body of the uterus, myoma 
uteri, sarcoma and allied tumors of the body of 
the uterus and tumors of the chorion. 


Stedman’s Medical Dictionary. Of words used 
in medicine with their derivation and pronuncia- 
tion, including dental, veterinary, chemical, bot- 
anical, electrical, life insurance and other special 
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terms; anatomica] tables of the titles in general 
use, and those sanctioned by the Basle Anatomi- 
cal Convention; pharmaceutical preparations, of- 
ficial in the U. S. and British Pharmacopoeias, 
and contained in the National Formulary, and 
comprehensive list of synonyms. By Thomas 
Lathrop Stedman, A.M., M.D., Editor of the 
“Twentieth Century Practice of Medicine,” and of 
the “Reference Handbook of the Medical Sci- 
ences.” Formerly Editor of the Medical Record. 
Eleventh Revised Edition, illustrated, Leather, 
1222 pages. Price $7.50. William Wood and Com- 
pany, 156 Fifth Ave., New York, 1930. 


The Long Trek. Around the World with Cam- 
era and Rifle, By Richard L. Sutton, M.D. Sc.D., 
LL.D., F.R.S. 9Edin. Fellow of the Royal Geo- 
graphical Society; member of the French Geogra- 
phical Society; Professor of Dermatology, Uni- 
versity of Kansas, with more than 200 illustra- 
tions, from photographs made by the author, and 
by Richard L. Sutton, Jr., A.M., B. Sc.. M.D. Fel- 
low of the Royal Geographical Society. Cloth. 
Price $5.00, St. Louis, C. V. Mosby Company, 1930. 

Dr. Sutton has develoned into one of the medi- 
cal profession’s most active African and Asiatic 
big-game hunters. Before this he has given us 
two entertaining volumes of his trips to Africa 
and Asia. This is unique in that the trip was not 
confined to hunting alone, but much of the space 
is devoted to artistic work and preduction of 
camera and film. 


LOCAL FIRM BECOMES NATIONALLY 
KNOWN 


Approximately one-third of the State contracts 
covering the distribution of Antirabic treatments 
to indigent cases are held by the Medical Arts 
Laboratory, Inc., of Oklahoma City. 

These contracts at present time are practical] 
from coast to coast and include the states of Ok 
lahoma, Arkansas, Missouri, New Mexico, Florida 
and Arizona. This firm also has two distribution 
points on the Pacific Coast, namely, San Francis- 
co and Los Angeles. 

The Medical Arts Laboratory, Inc., grew out 
of the partnership known as the Baily-Keller 
Laboratory and was incorporated March 1925. The 
following November, the Treasury Department in- 
spected these laboratories and granted Federal 
License No. 98, covering the manufacture of An- 
tirabic vaccine. Since that time, the Medical Arts 
Laboratory has rapidly obtained one contract af- 
ter another, starting with the Oklahoma Board of 
Health, which contract they have held continu- 
ously since 1926. 

According to Reprint No. 1241 of the Public 
Health Reports, there were only 34 licences in 
the United States covering manufacture of An- 
tirabic vaccine at the time of this report in 1928, 
and of this number the one held by the Medical 
Arts Laboratory of Oklahoma City is the only one 
in this state. 

The Journal is proud of the rapid development 
of this firm and wishes for them a continuation 
of their growth. 


“A SIGNIFICANT CONTRIBUTION TO THE 
NEWER KNOWLEDGE OF VIOSTEROL 
IN RICKETS” 


One of the Mead Johnson Research Fellow- 
ships has just reported (J.A.M.A., August 2, 
1930) its very thorough and extensive clinical 
experience with Mead’s Viosterol in the preven- 
tion and cure of rickets. 

Coming at a time when viosterol is finding 
its proper place as a therapeutic agent of great 
value, this reprint, containing the charts omit 
ted from the original paper for lack of space, 
should interest every physician who prescribes 
viosterol or cod liver oil in rickets. 

Address, without obligation, Director, Mead 
Johnson Research Laboratory, Evansville, Ind., 
U. S. A. 


NEW OFFICERS RIGGS OPTICAL COMPANY 


At a recent meeting of the Riggs Optical Con 
pany, the following officers and directors wer 
re-elected: President, Roy M. Wahlgren; Vice 
presidents, Arthur W. Hazen, Earle G. Wahl 
gren; Secretary-Treasurer, L. L. Lintner; Direct 
ors: Arthur W. Hazen, John G. Hodgens, L. L. 
Lintner, Earle G. Wahlgren, Roy M. Wahlgren. 
The founder and former President, Mr. Elwood 
Riggs, who has for a number of years resided in 
California, is no longer connected with the Com 
pany. 





The Selection of a 
Physician 


The selection of a physician for an operation 
or as a family doctor, is usually made with 


some care. We consult those who have em- 
ployed physicians and are governed largely 
by their recommendations But having 


selected a physician, we follow his advice 
We trust him even to the extent of submitting 
to operations that may have serious results. 


The point is, we trust THE MAN WHO 
KNOWS 

Now, doctor, the institutions and the firms 
advertised in this Journal were carefully 
investigated before their announcements 
were printed here The medical products 
were submitted to laboratory tests, before 
they were accepted by the Council on Phar- 
macy and Chemistry 


On the same principle that patients trust you 
about matters with which you are informed, 
so your publishers urge you to trust their 
judgment and buy goods from the advertisers 
who are admitted to these pages. Other con- 
siderations being equal, you should give your 
advertiser PREFERENCE because you know 
they are believed to be trustworthy. Don't 
speculate or expcriment! Trust the AP- 
PROOVED firms and goods! 
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OFFICERS OKLAHOMA STATE MEDICAL 
ASSOCIATION 





President, 1930-31, Dr. E. S. Ferguson, Oklahoma 
City 


President-elect, 
Dr. Howard C. Weber, Bartlesvill« 

Secretary-Treasurer-Editor, Dr. Claude A. Thomp- 
son, Muskogee. 

Meeting Place, 1931, Oklahoma City 

Delegates to A. M. A.: Dr. Albert W. Cook, Tulsa, 
1931-32; Dr. Horace teed, Oklahoma City, 
1931-32; Dr. McLain Rogers, Clinton, 1930-31. 


CHAIRMEN OF SCIENTIFIC SECTIONS 





tieneral Medicine: Dr. Ben H. Cooley, Chairman, 
Norman; Dr. Henry H. Turner, Secretary, 1200 
North Walker, Oklahoma City. 

Eye, Ear, Nose and Throat: Dr. Ruric N. Smith, 
Chairman, Medical Arts Building, Tulsa; Dr. A. L 
Guthrie, Secretary, Medical Arts Building, Okla- 
homa City. 

Surgery: Dr. W. C. Vernon, Chairman, Okmulgee; 
Dr. Leonard Williams, Secretary, 1200 North Walk- 
er, Oklahoma City. 


STANDING COMMITTEES 1930-1931 





Scientific Work, Dr. R. M. Howard, Chairman, 
Oklahoma City; Dr. P. P. Nesbitt, Tulsa; Dr. A. B. 
Chase, Oklahoma City; Dr. C. A Thompson, Musko- 
gee. 

Public Policy and Legislation, Dr. J. M. Byrum 
Chairman, Shawnee; Dr. R. V. Smith, Tulsa; Dr. 
McLain Rogers, Clinton. 

Medical Defense, Dr. L. S. Willour, Chairman, 
McAlester; Dr. Wm. Gallaher, Shawnee; Dr. F. M 
Adams, Vinita. 

Medical Education and Hospitals, Dr. A. S. Risser, 
Chairman, Blackwell; Dr. A. W. White, Oklahoma 
City; Dr. Fred Clinton, Tulsa. 

Medical Economics, Dr. W. H. Bailey, Chairman, 
Oklahoma City; Dr. J. Hutchings White, Muskogee, 
Dr. T. C. Sanders, Shawnee 


SPECIAL COMMITTEES 1930-1931 





Tuberculosis Study and Control, Dr. L. J. Moor- 
man, Chairman, Oklahoma City; Dr. F ’. Baker, 
Talihina; Dr. R. M. Shepard, Tulsa. 

Conservation of Vision, Dr. W. A. Cook, Chair- 
man, Tulsa; Dr. C. B. Barker, Guthrie; Dr. Milton 
K. Thompson, Muskogee. 

Conversation of Hearing. Dr. L. C. McHenry, 
Chairman, Oklahoma City; Dr. Chas. M. Fullenwid- 
er, Muskogee; Dr. H. S. Brown, Ponca City. 

Venereal Disease Control, Dr. Rex Boland, Chair- 
man, Oklahoma City; Dr. Henry S. Browne, Tulsa; 
Dr. 8S. D. Neeley, Muskogee 

Cancer Study and Control. Dr. E. S. Lain, Chair- 
man, Oklahoma City; Dr. James Stevenson, Tulsa; 
Dr. Frank McGregor, Mangum. 

Contract and Industrial Practice. Dr. Pat Fite, 
Chairman, Muskogee; Dr. C. E. Clymer, Oklahoma 
City; Dr. A. Ray Wiley, Tulsa. 

Crippled Children, Dr. Wade Sisler, Chairman, 
Tulsa; Dr. Earl D. McBride, Oklahoma City; Dr. 
W. K. West, Oklahoma City. 

Necrology. Dr. Ellis Lamb, Chairman, Clinton; 
Dr. R. M. Anderson, Shawnee; Dr. J. S. Fulton, 
Atoka. 

Publicity. Dr. C. A. Thompson, Muskogee 

STATE BOARD OF MEDICAL EXAMINERS 

Dr. D. W. Miller, Blackwell, President; Dr. J. M. 
Byrum, Shawnee, Secretary; Dr. W. P. Fite, Musko- 
gee; Dr. H. C. Weber, Bartlesville; Dr. W. T. Ray, 
Gould; Dr. L. E. Emanuel, Chickasha; Dr. Frank 
McGregor, Mangum. 

STATE COMMISSIONER OF HEALTH 
Dr. C. W. Beson. Oklahoma Citv 


COUNCILORS AND THEIR COUNTIES 


District No, 1. Texas, Beaver, Cimarron, Harper, 
Ellis, Woods, Woodward, Alfalfa, Major, Dewy, Dr. 
H. A. Lile, Cherokee. (Term expires 1932). 

District No. 2. Roger Mills, Beckham, Greer, Har- 
mon, Washita, Kiowa, Custer, Jackson, Tillman. Dr. 
Frank H. McGregor, Mangum. (Term expires 19$2). 

District No. 3. Grant, Kay, Garfield, Noble, Payne, 
ten Dr. Paul B. Champlin, Enid. (Term expires 

District No. 4. Blaine, Kingfisher, Canadian, Lo- 

an, Oklahoma, Cleveland. Dr. LeRoy Long, Sr., 

klahoma City. (Term expires 1932). 


District No. 5. Caddo, Comanche, Cotton, Grady, 
Love, Stephens, Jefferson, Carter, Murray. Dr. J. C 
Ambrister, Chickasha. (Term expires 1932). 

District No. 6. Osage, Creek, Washington, No- 
wata, Rogers, Tulsa. Dr. W. A. Howard, Chelsea. 
(Term expires 1932). 

District No. 7. Lincoln, Pottawatomie, Okfuskee, 
Seminole, McClain. Dr. Wm. M. Gallaher, Shawnee. 
(Term expires 1931). 

District No. 8, Craig, Ottawa, Mayes, Delaware, 
Wagoner, Adair, Cherokee, Sequoyah, Okmulgee, 
Muskogee. Dr. F. M. Adams, Vinita. (Term expires 
1931) 

District No. 9 Hughes, Pittsburg, Haskell, Lati- 
mer, LeFlore, McIntosh. Dr. Leonard S. Willour, 
McAlester. (Term expires 1931). 

District No. 10. Johnson, Marshall, Coal, Atoka, 
Bryan, Choctaw, Pushmataha, McCurtain. Dr. J. 8. 
Fulton, Atoka. (Term expires 1931). 


CLASSIFIED ADVERTISEMENTS 


WANTED—Capable and reliable surgeon wish- 
es to establish a hospital in some small Oklaho- 
ma community, or will join a group of properly 
qualified physicians in such an establishment; his 
desire being to give the community a reasonably 
broad type of service. Address “Surgeon,” care 
this Journal. 


SITUATIONS WANTED — Salaried Appoint- 
ments for Class A Physicians in all branches of 
the Medical Profession. Let us put you in touch 
with the best man for your opening. Our nation- 
wide connections enable us to give superior ser- 
vice. Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. Mem- 
ber The Chicago Association of Commerce. 


FOR SALE—$7000.00 practice in one of the best 
Oklahoma towns of 9000 population for the price 
of office equipment. Address “S” Care this 
Journal. Muskogee, Okla. 


FOR SALE—One Victor Snook X-Ray mach- 
ine, late model, complete with Coolidge Trans- 
former and Controller and with Stabilizer, for 
220 volts, 60 cycles, A. C., guaranteed to be as 
good as the day it left the factory. Bargain if 
taken quick. Address “M” care this Journal. 
FOR SALE—Splendid new operating room 
equipment complete. Also seven beds. Liberal 
discount. Phone 2-1888, 411 S. Elwood, Tulsa, 
Oklahoma. 
FOR SALE—Complete eye, ear, nose and throat 
office outfit. Address Mrs. Chas L. Blankes, 1604 
S. Utica, Apt., B, Tulsa, Okla. 
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(HART) 


See Description, Journal A. M. A. 
Volume XLVII, Page 1488. 


A Scientific combination of Bismuth Sub 
carbonate and Hydrate suspended in water. 
Each fluidrachm contains 2% grains of the 
combined salts in an extremely fine state 
of subdivision. 
Medical Properties: Gastric Sedative, Anti- 
septic, Mild Astringent and Antacid. 
Indications: In Gastro-Intestinal Diseases, 
Diarrhoea, Dysentery, Cholera-Infantum, 
etc. Also suitable for external use in cases 
of ulcers, etc, 


E. J. HART & CO., Ltd., Mfg. Chemists 
New Orleans f 
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